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Kraus, J., and Briggs, W. A.: Intraocular Foreign 
Bodies. Problems of Localization and Opera- 
tive Procedure. Brit. J. Ophth., 1945, 29: 557. 


In this article the authors discuss intraocular 
foreign bodies, the problems of their localization, and 
the operative procedures. They point out that the 
posterior approach for the extraction of intraocular 
foreign bodies, except in cases in which the foreign 
body is situated anterior to the lens, has become 
more popular since the war, principally because new 
materials of low magnetic properties have been 
introduced into the manufacture of war instruments 
and munitions. Moreover, metallic alloys of low 
magnetic properties will also most likely be ex- 
tended into peacetime industry. They suggest a new 
method of localization which requires a less com- 
plicated and delicate apparatus than that of Sweet, 
as well as a new method of extraction. The “‘limbal 
method” is simple, but it is not suitable for intra- 
ocular foreign bodies of low magnetic quality or for 
nonmagnetic foreign bodies; nor does it provide an 
accurate measurement of the point on the sclera to 
be incised from a fixed point on the eyeball. 

The authors recommend a method which gives the 
exact position of the foreign body in the eye to be 
operated on, and the exact point to be incised on the 
sclera (determined by 1 lateral x-ray picture and 1 
posteroanterior picture). To find the diameter of the 
eye, 3 lateral exposures are taken on the same film, 
with the eye directed forward, upward, and down- 
ward. From the x-ray films the following data are 
obtained: the radius of the eyeball, the distance of 
the foreign body in front of, or behind, the equa- 
torial plane, the meridian in which the foreign body 
lies from the center of the eye, and the distance of 
the foreign body from the center of the eye. The 
procedure comprises the use of a conjunctival flap, 
sutures, exposure of, and incision into the sclera, 
surface diathermy with 100 ma. for 2 seconds (for 
coagulation), incision of the choroid, and interrupted 
application of the magnet for about 2 seconds at 2- 
second intervals for 50 times before discontinuance 
of the procedure as useless. 
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A diagram of a pair of forceps for the extraction of 
intraocular nonmagnetic foreign bodies is pre- 
sented. JosHua ZUCKERMAN, M.D. 


Von Sallmann, L.: Penetration of Penicillin into 
the Eye; Further Studies. Arch. Ophth., Chic., 
1945, 34: 195. 

Previous studies on the penetration of penicillin 
into the eye after topical and systemic use were 
carried out with commercial preparations and the 
concentrations obtained in various parts of the eye 
were expressed in Oxford units. A comparison of 
these results and those of the author is not possible, 
since he used relatively crude preparations and titra- 
tion according to the Oxford method was not done. 
The Fleming dilution method was used and the con- 
centrations were given in micrograms per cubic 
centimeter. 

Three local methods designed to introduce com- 
paratively high concentrations of the drug in the 
anterior segment of the eye were tested on rabbits 
and the results compared; these methods were sub- 
conjunctival injection, iontophoresis, and applying 
cotton packs saturated with a penicillin solution. 

A comparison of the results with a solution of 
commercial sodium penicillin containing 5,000 units 
per cubic centimeter showed that the highest con- 
centration was obtained in the aqueous by ionto- 
phoresis, and in the cornea and the iris with the 
ciliary body by the prolonged application with cot- 
ton packs. The lowest concentration in the aqueous, 
cornea, and iris with the ciliary body was observed 
after subconjunctival injection. 

Extremely high concentrations were found in the 
cornea and the iris with the ciliary body after the 
application with cotton packs saturated with a solu- 
tion containing 20,000 Oxford units per cubic centi- 
meter. The content in the aqueous was also higher 
following this method than after any other. 

The ocular tissues and aqueous were almost com- 
pletely free of penicillin 8 hours after iontophoresis 
with a solution containing 5,000 Oxford units per 
cubic centimeter and after a solution containing. 
20,000 Oxford units per cubic centimeter was applied 
by saturated cotton packs. 
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In general only traces were found in the lens and 
vitreous after topical administration. 

Determinations on human eyes with normal and 
with edematous corneas gave more erratic results 
and much lower values than determinations on rab- 
bit’s eyes. Leste L. McCoy, M.D. 
Dena, F. P.: Tuberculosis of the Choroid with In- 

clusion of Bone Tissue. (Tuberculosis de la cor- 
oides e inclusion de tejido oseo). Arch. As. evitar 
ceguera Méx., 1945, 3: 207. 

A child 5 years of age was sent to the author for 
examination on account of failing vision, photo- 
phobia, and redness of the left eye. Direct illumi- 
nation showed a tumor of the anterior part of the 
eyeball, involving chiefly the choroid. General ex- 
amination showed a primary tuberculosis of the 
lung, which was active, exudative, slight in extent, 
but moderately advanced. The Mantoux reaction 
was positive at 1:1000. Apparently there had been 
a hematogenous dissemination of tubercle bacilli 
from the lung to the left eye. 

After 6 months of treatment at a tuberculosis 
hospital the pulmonary condition was greatly im- 
proved, but an iridocyclitis had developed in the 
eye and its condition was such that enucleation was 
considered advisable. The surgical specimen showed 
a chronic inflammatory process with nodules made 
up of various types of cells, predominantly epithe- 
lioid cells and Koester’s follicles. 

There were also fragments of bone in the choroid 
but there was no apparent reaction around them. 
There were evidently two independent findings, a 
miliary hematogenous tuberculosis of the choroid, 
and metaplastic cone tissue in the conjunctival 
tissue of the choroid. Some of the bone fragments 
were within the tuberculous tissue and some of 
them outside of it. It seems probable that the ossi- 
fication of the choroid tissue took place in em- 
bryonic life and that the bone tissue created a point 
of least resistance which favored the localization of 
the tuberculosis there. AupREy G. Morcan, M.D. 


Marquez, M.: The Technique and Clinical Value of 
Injections of Hypertonic Salt Solution into 
Tenon’s Space in Detachment of the Retina 
(Tecnica y valor clinico de las inyecciones intrateno- 
nianas hipertonicas en el desprendimiento de la 
retina). Arch. As. evitar ceguera Méx., 1945, 3: 207. 


A case of traumatic detachment of the retina is 
described in a boy of 13 years who was injured with a 
shotgun, one of the shots lodging in the external 
part of the lower conjunctival cul-de-sac and causing 
great external hemorrhage and pressure on the eye- 
ball. There was detachment of more than half of the 
lower part of the retina with a small irregular per- 
foration of the macula, through which the red color 
of the choroid could be seen. Central vision was 
abolished, as well as more than half of the upper and 
a part of the internal vision. 

This case was treated by a preliminary injection 
of '% ec. of 2 per cent novocain hydrochloride 


followed by the injection into Tenon’s space of 1 c.c. 
of hypertonic salt solution, originally 15 per cent 
but reduced to 12 per cent by the addition of further 
anesthetic. This proved superior to the 20 and 30 
per cent solutions formerly given. Three injections 
were given. The visual field was restored to almost 
normal and the visual acuity was greatly improved 
but not restored to normal. 

Several other cases presenting successful results 
are reviewed briefly and 1 case in which the treat- 
ment was not successful, probably because of de- 
tachment of the choroid by extensive hemorrhage. 
Rest in bed and paralysis of the ciliary muscle with 
atropine are useful supplementary measures. 

Detachment without rupture and rupture without 
detachment are discussed and the importance of 
studies of the visual field is emphasized. One reason 
that this method has not been used more extensively 
before is that injection into Tenon’s space has been 
confused with subconjunctival injections. The sub- 
conjunctival space exists only over the anterior 
third of the eyeball and is superficial. However, 
Tenon’s space is deep and surrounds the posterior 
part of the eyeball. The needle used for the injec- 
tion is curved with the opening toward the concave 
side of the needle, which is turned toward the curva- 
ture of the eyeball. The injection is made a little 
inferiorly and externally and as far back in Tenon’s 
space as possible. 

Many cases are cured by this method, but if it 
fails it does not interfere with the later use of sur- 
gical procedures. Aubrey G. Morcan, M.D. 


Klien, B. A.: Syndromes Leading to Enucleation. 
Am. J. Ophth., 1945, 28: 1193. 


The results of the studies reported in this article 
show that there are several other equally important 
or frequent conditions besides chronic nonspecific 
infiltrating iridocyclitis which lead to enucleation on 
suspicion of sympathetic ophthalmia after trauma. 

The eyes selected for this study had in common a 
chronic low grade painful state of irritation or in- 
flammation. They were classified into two general 
groups: (1) those in which the terminal inflammation 
was continuous with the immediate post-traumatic 
reaction, and (2) those in which a quiescent interval 
varying from several weeks to years preceded the 
activated state of inflammation. 

Group 1 consisted of (a) chronic mild septic en- 
dophthalmitis which was characterized by moderate 
photophobia, pain, and ciliary injection; (b) ex- 
tensive tissue necrosis, with marked contusion of the 
penetrating injury. (Clinically, the predominant 
finding was a complete hyphema which remained 
stationary without any signs of absorption); (c) 
sympathetic ophthalmia, which in half of the cases 
had no quiescent interval between the injury and 
enucleation. Four of the 6 cases showed the fellow 
eye to be involved at the time of enucleation. These 
4 include the 3 eyes with a quiescent interval. 

Group 2 consisted of (a) chronic post-traumatic 
infiltrating iridocyclitis in which the interval be 
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tween the traumatic reaction and the appearance of 
the corneal precipitates in the injured eye was 
usually from 8 to 14 days; (b) endogenous iritis 
(Two of these cases had a tuberculous uveitis which 
was bilateral. Two other eyes become painful and 
inflamed suddenly after 7 and 40 years, respectively, 
during an attack of influenza); (c) chronic hemoph- 
thalmos, illustrated by a case of double perfora- 
tion of the eye with glass which resulted in profuse 
intraocular hemorrhage and required enucleation 
four years later. (There was marked photophobia 
and ciliary injection in the fellow eye) ; (d) epithelial 
implants (Secondary glaucoma, considered the most 
frequent complication of epithelial implants was 
present in only 3 of the 9 cases); (e) rupture of the 
degenerated lens; and (f) extensive retinal disinser- 
tion and detachment. Six cases showed this condi- 
tion, in which a mild late iritis required removal. 
Seventy-seven eyes were enucleated: 17, or 22 per 
cent, presented nonspecific infiltrating iridocyclitis; 
20, or 26 per cent, chronic septic endophthalmitis; 9, 
or 12 per cent, epithelial implants; 8 per cent, 
chronic hemophthalmos, extensive contusion ne- 
crosis, and late toxic iritis after longstanding retinal 
detachment; 5 per cent, endogenous iridocyclitis; 3 
per cent, some rarer conditions; and 8 per cent, sym- 
pathetic ophthalmia. Lestie L. McCoy, M.D. 


EAR 


Lindsay, J. R., Oppenheimer, M. J., Wycis, H. T., 
and Spiegel, E. A.: Receptor Apparatus of the 
Vestibulovasomotor Reaction. Arch. Otolar., 
Chic., 1945, 42: 257. 

The labyrinthine reflexes upon the vegetative 
nervous system form an essential part of the various 
types of sickness caused by motion. Information is 
lacking regarding the receptor apparatus for such 
reflexes and therefore this study was undertaken. 

The observation had been made (Spiegel and 
Scala) that in cats in which for other reasons bilat- 
eral puncture of the round windows had been made, 
rotation failed to produce a postrotatory nystagmus, 
but still was able to produce a fall in the blood pres- 
sure. Since the otolithic apparatus might still have 
been the origin of the vasomotor reaction, the present 
experiments were undertaken to determine the effect 
of labyrinthine stimulation on the blood pressure 
after the otoliths had been thrown off the maculas, 
to abolish the tonic labyrinthine reflexes. 

Guinea pigs were centrifuged according to the 
method of Wittmack to dislodge the otoliths. The 
animals were tested for postrotatory nystagmus, re- 
flexes on linear acceleration, and positional reflexes 
before and after centrifugation. Centrifugation for 1 
minute at 1,500 revolutions per minute resulted in 
the obliteration of the positional reflexes (righting of 
the head and compensatory eye movements), and 
partial or complete loss of reflexes on linear accelera- 
tion, but in most of the animals the postrotatory 
nystagmus remained undiminished, which indicated 
active responses from the semicircular canals. How- 
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ever, a fall in the blood pressure could still be 
elicited upon rotation. Histological preparations con- 
firmed the dislodgment of the otoliths from the 
maculas, while in most instances the cupolas could 
be observed in their normal positions. 

The experiments show, therefore, that the reflexes 
on the vasomotor system do not depend alone upon a 
functioning otolithic apparatus. However, they do 
not rule out the possibility that the otolithic appa- 
ratus may contribute to the vasomotor reaction. 
The vasomotor response had formerly been shown 
to persist after abolition of the postrotatory re- 
sponse, but to disappear temporarily on the injection 
of cocaine in alcohol to paralyze the whole labyrinth. 
Several interpretations are possible from these ex- 
periments, but it seems not improbable that the 
labyrinth functions as a whole as a receptor for re- 
flexes on the vasomotor system and that the various 
receptors can substitute for each other. 

Joun R. Linpsay, M.D. 


Druss, J. G.: Aural Manifestations of Leucemia. 
Arch. Otolar., Chic., 1945, 42: 267. 


An analytic review of the medical records of 148 
subjects with leucemia admitted to the Mount Sinai 
Hospital in New York, New York, over a period of 
5 years yielded the following conclusions: 

Aural complications of leucemia are more prevalent 
than is generally believed. They occurred in 25 of the 
148 cases reviewed, or in 16.8 per cent. Routine 
examination of the ears including functional tests 
of the cochlear and vestibular nerves would disclose 
an even greater incidence in all likelihood. The aural 
complications include diseases of the external, mid- 
dle, and internal ear, and of the adjacent structures. 
The pathological changes in the ear, as elsewhere 
in the body, are comprised chiefly of hemorrhage, 
cellular (leucemic) infiltration, and inflammation. 
Pathological changes in the ear may be revealed on 
histological examination even in cases in which 
there was no clinical evidence of aural disease at any 
time during the illness. 

Otitic infections are comparatively more severe 
in the leucemic than in the nonleucemic patient; 
they not infrequently show a strong tendency to- 
ward early invasion of the adjacent structures. The 
diagnosis of acute mastoiditis in a leucemic sub- 
ject may paradoxically be made more difficult by 
the presence of postauricular swelling and sagging 
of the bony external canal wall, since these signs, 
so well recognized as pathognomonic of suppura- 
tion in the mastoid bone, may under such circum- 
stances also represent leucemic infiltration in the 
adjacent soft parts. Noau D. Fasricant, M.D. 


Lindsay, J. R.: The Significance of a Positional 
Nystagmus in Otoneurological Diagnosis. La- 
ryngoscope, 1945, 55: 527- 

Postural vertigo and its accompanying positional 
nystagmus is the most common type of vestibular 
disturbance in diseases of the central nervous 
system. It occurs less frequently in peripheral ear 
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In general only traces were found in the lens and 
vitreous after topical administration. 

Determinations on human eyes with normal and 
with edematous corneas gave more erratic results 
and much lower values than determinations on rab- 
bit’s eyes. Leste L. McCoy, M.D. 


Dena, F. P.: Tuberculosis of the Choroid with In- 
clusion of Bone Tissue. (Tuberculosis de la cor- 
oides e inclusion de tejido oseo). Arch. As. evitar 
ceguera Méx., 1945, 3: 207. 


A child 5 years of age was sent to the author for 
examination on account of failing vision, photo- 
phobia, and redness of the left eye. Direct illumi- 
nation showed a tumor of the anterior part of the 
eyeball, involving chiefly the choroid. General ex- 
amination showed a primary tuberculosis of the 
lung, which was active, exudative, slight in extent, 
but moderately advanced. The Mantoux reaction 
was positive at 1:1000. Apparently there had been 
a hematogenous dissemination of tubercle bacilli 
from the lung to the left eye. 

After 6 months of treatment at a tuberculosis 
hospital the pulmonary condition was greatly im- 
proved, but an iridocyclitis had developed in the 
eye and its condition was such that enucleation was 
considered advisable. The surgical specimen showed 
a chronic inflammatory process with nodules made 
up of various types of cells, predominantly epithe- 
lioid cells and Koester’s follicles. 

There were also fragments of bone in the choroid 
but there was no apparent reaction around them. 
There were evidently two independent findings, a 
miliary hematogenous tuberculosis of the choroid, 
and metaplastic cone tissue in the conjunctival 
tissue of the choroid. Some of the bone fragments 
were within the tuberculous tissue and some of 
them outside of it. It seems probable that the ossi- 
fication of the choroid tissue took place in em- 
bryonic life and that the bone tissue created a point 
of least resistance which favored the localization of 
the tuberculosis there. Auprey G. Morcan, M.D. 


Ma4rquez, M.: The Technique and Clinical Value of 
Injections of Hypertonic Salt Solution into 
Tenon’s Space in Detachment of the Retina 
(Tecnica y valor clinico de las inyecciones intrateno- 
nianas hipertonicas en el desprendimiento de la 
retina). Arch. As. evitar ceguera Méx., 1945, 3: 207. 


A case of traumatic detachment of the retina is 
described in a boy of 13 years who was injured witha 
shotgun, one of the shots lodging in the external 
part of the lower conjunctival cul-de-sac and causing 
great external hemorrhage and pressure on the eye- 
ball. There was detachment of more than half of the 
lower part of the retina with a small irregular per- 
foration of the macula, through which the red color 
of the choroid could be seen. Central vision was 
abolished, as well as more than half of the upper and 
a part of the internal vision. 

This case was treated by a preliminary injection 
of '¢ e.c. of 2 per cent novocain hydrochloride 





followed by the injection into Tenon’s space of 1 c.c. 
of hypertonic salt solution, originally 15 per cent 
but reduced to 12 per cent by the addition of further 
anesthetic. This proved superior to the 20 and 30 
per cent solutions formerly given. Three injections 
were given. The visual field was restored to almost 
normal and the visual acuity was greatly improved 
but not restored to normal. 

Several other cases presenting successful results 
are reviewed briefly and 1 case in which the treat- 
ment was not successful, probably because of de- 
tachment of the choroid by extensive hemorrhage. 
Rest in bed and paralysis of the ciliary muscle with 
atropine are useful supplementary measures. 

Detachment without rupture and rupture without 
detachment are discussed and the importance of 
studies of the visual field is emphasized. One reason 
that this method has not been used more extensively 
before is that injection into Tenon’s space has been 
confused with subconjunctival injections. The sub- 
conjunctival space exists only over the anterior 
third of the eyeball and is superficial. However, 
Tenon’s space is deep and surrounds the posterior 
part of the eyeball. The needle used for the injec- 
tion is curved with the opening toward the concave 
side of the needle, which is turned toward the curva- 
ture of the eyeball. The injection is made a little 
inferiorly and externally and as far back in Tenon’s 
space as possible. 

Many cases are cured by this method, but if it 
fails it does not interfere with the later use of sur- 
gical procedures. Auprey G. Morcan, M.D. 


Klien, B. A.: Syndromes Leading to Enucleation. 
Am. J. Ophth., 1945, 28: 1193. 


The results of the studies reported in this article 
show that there are several other equally important 
or frequent conditions besides chronic nonspecific 
infiltrating iridocyclitis which lead to enucleation on 
suspicion of sympathetic ophthalmia after trauma. 

The eyes selected for this study had in common a 
chronic low grade painful state of irritation or in- 
flammation. They were classified into two general 
groups: (1) those in which the terminal inflammation 
was continuous with the immediate post-traumatic 
reaction, and (2) those in which a quiescent interval 
varying from several weeks to years preceded the 
activated state of inflammation. 

Group 1 consisted of (a) chronic mild septic en- 
dophthalmitis which was characterized by moderate 
photophobia, pain, and ciliary injection; (b) ex- 
tensive tissue necrosis, with marked contusion of the 
penetrating injury. (Clinically, the predominant 
finding was a complete hyphema which remained 
stationary without any signs of absorption); (c) 
sympathetic ophthalmia, which in half of the cases 
had no quiescent interval between the injury and 
enucleation. Four of the 6 cases showed the fellow 
eye to be involved at the time of enucleation. These 
4 include the 3 eyes with a quiescent interval. 

Group 2 consisted of (a) chronic post-traumatic 
infiltrating iridocyclitis in which the interval be- 
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tween the traumatic reaction and the appearance of 
the corneal precipitates in the injured eye was 
usually from 8 to 14 days; (b) endogenous iritis 
(Two of these cases had a tuberculous uveitis which 
was bilateral. Two other eyes become painful and 
inflamed suddenly after 7 and 40 years, respectively, 
during an attack of influenza); (c) chronic hemoph- 
thalmos, illustrated by a case of double perfora- 
tion of the eye with glass which resulted in profuse 
intraocular hemorrhage and required enucleation 
four years later. (There was marked photophobia 
and ciliary injection in the fellow eye) ; (d) epithelial 
implants (Secondary glaucoma, considered the most 
frequent complication of epithelial implants was 
present in only 3 of the 9 cases); (e) rupture of the 
degenerated lens; and (f) extensive retinal disinser- 
tion and detachment. Six cases showed this condi- 
tion, in which a mild late iritis required removal. 
Seventy-seven eyes were enucleated: 17, or 22 per 
cent, presented nonspecific infiltrating iridocyclitis; 
20, or 26 per cent, chronic septic endophthalmitis; 9, 
or 12 per cent, epithelial implants; 8 per cent, 
chronic hemophthalmos, extensive contusion ne- 
crosis, and late toxic iritis after longstanding retinal 
detachment; 5 per cent, endogenous iridocyclitis; 3 
per cent, some rarer conditions; and 8 per cent, sym- 
pathetic ophthalmia. Leste L. McCoy, M.D. 


EAR 


Lindsay, J. R., Oppenheimer, M. J., Wycis, H. T., 
and Spiegel, E. A.: Receptor Apparatus of the 
Vestibulovasomotor Reaction. Arch. Otolar., 
Chic., 1945, 42: 257. 

The labyrinthine reflexes upon the vegetative 
nervous system form an essential part of the various 
types of sickness caused by motion. Information is 
lacking regarding the receptor apparatus for such 
reflexes and therefore this study was undertaken. 

The observation had been made (Spiegel and 
Scala) that in cats in which for other reasons bilat- 
eral puncture of the round windows had been made, 
rotation failed to produce a postrotatory nystagmus, 
but still was able to produce a fall in the blood pres- 
sure. Since the otolithic apparatus might still have 
been the origin of the vasomotor reaction, the present 
experiments were undertaken to determine the effect 
of labyrinthine stimulation on the blood pressure 
after the otoliths had been thrown off the maculas, 
to abolish the tonic labyrinthine reflexes. 

Guinea pigs were centrifuged according to the 
method of Wittmack to dislodge the otoliths. The 
animals were tested for postrotatory nystagmus, re- 
flexes on linear acceleration, and positional reflexes 
before and after centrifugation. Centrifugation for 1 
minute at 1,500 revolutions per minute resulted in 
the obliteration of the positional reflexes (righting of 
the head and compensatory eye movements), and 
partial or complete loss of reflexes on linear accelera- 
tion, but in most of the animals the postrotatory 
nystagmus remained undiminished, which indicated 
active responses from the semicircular canals. How- 
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ever, a fall in the blood pressure could still be 
elicited upon rotation. Histological preparations con- 
firmed the dislodgment of the otoliths from the 
maculas, while in most instances the cupolas could 
be observed in their normal positions. 

The experiments show, therefore, that the reflexes 
on the vasomotor system do not depend alone upon a 
functioning otolithic apparatus. However, they do 
not rule out the possibility that the otolithic appa- 
ratus may contribute to the vasomotor reaction. 
The vasomotor response had formerly been shown 
to persist after abolition of the postrotatory re- 
sponse, but to disappear temporarily on the injection 
of cocaine in alcohol to paralyze the whole labyrinth. 
Several interpretations are possible from these ex- 
periments, but it seems not improbable that the 
labyrinth functions as a whole as a receptor for re- 
flexes on the vasomotor system and that the various 
receptors can substitute for each other. 

Joun R. Liypsay, M.D. 


Druss, J. G.: Aural Manifestations of Leucemia. 
Arch. Otolar., Chic., 1945, 42: 267. 


An analytic review of the medical records of 148 
subjects with leucemia admitted to the Mount Sinai 
Hospital in New York, New York, over a period of 
5 years yielded the following conclusions: 

Aural complications of leucemia are more prevalent 
than is generally believed. They occurred in 25 of the 
148 cases reviewed, or in 16.8 per cent. Routine 
examination of the ears including functional tests 
of the cochlear and vestibular nerves would disclose 
an even greater incidence in all likelihood. The aural 
complications include diseases of the external, mid- 
dle, and internal ear, and of the adjacent structures. 
The pathological changes in the ear, as elsewhere 
in the body, are comprised chiefly of hemorrhage, 
cellular (leucemic) infiltration, and inflammation. 
Pathological changes in the ear may be revealed on 
histological examination even in cases in which 
there was no clinical evidence of aural disease at any 
time during the illness. 

Otitic infections are comparatively more severe 
in the leucemic than in the nonleucemic patient; 
they not infrequently show a strong tendency to- 
ward early invasion of the adjacent structures. The 
diagnosis of acute mastoiditis in a leucemic sub- 
ject may paradoxically be made more difficult by 
the presence of postauricular swelling and sagging 
of the bony external canal wall, since these signs, 
so well recognized as pathognomonic of suppura- 
tion in the mastoid bone, may under such circum- 
stances also represent leucemic infiltration in the 
adjacent soft parts. Noau D. Fasricant, M.D. 


Lindsay, J. R.: The Significance of a Positional 
Nystagmus in Otoneurological Diagnosis. La- 
ryngosco pe, 1945, 55: §27- 

Postural vertigo and its accompanying positional 
nystagmus is the most common type of vestibular 
disturbance in diseases of the central nervous 
system. It occurs less frequently in peripheral ear 
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diseases. The syndrome can be produced during 
routine positional tests. In known lesions, central 
and peripheral, two types of positional nystagmus 
may be differentiated. The first type, which is ir- 
regular in direction or changes direction with al- 
teration of the position, is found only in diseases 
involving the central vestibular pathways; the 
second type, with constant direction, may occur in 
either central or peripheral diseases. Attacks of 
vertigo of the pseudo Méniére’s type, in which 
auditory disturbances and central neurological signs 
are absent, have been found to exhibit a postural 
character as a predominant feature. 

In a series of more than 30 cases of the pseudo 
Méniére’s type with positional nystagmus at the 
time of examination, the first type was found in all 
but 1. This would appear to be strong evidence of a 
central location of the disturbance. It is possible on 
the basis of associated systemic signs to differentiate 
several groups in the general pseudo Méniére’s 
group, such as hypertension and arteriosclerosis, 
toxic involvement due to drugs or infection, and 
hypotension, while a small number remain doubtful 
as etiology. Approximately one-half of this series 
could be included in the hypotension group on the 
basis of low blood pressure and evidence of vas- 
omotor insufficiency. Noau D. Fasricant, M.D. 


Weinstein, L., and Atherton, H. B.: The Treatment 
of Acute Suppurative Otitis Media. J. Am. M. 
ASS., 1945, 129: 503. 

The authors’ purpose in undertaking the work 
reported in this article was to ascertain the effective- 
ness of penicillin as a cure in the treatment of 
suppurative otitis media and as a means of pre- 
venting complications, when given very early in the 
course of the disease; to determine the effective dose 
range and the length of time over which treatment 
had to be continued; to ascertain whether or not 
there is any correlation between the total amount of 
the antibiotic substance required to produce good 
results and the type of organism which is responsible 
for the infection; and to study, by means of x-ray 
examinations, the effect of this type of treatment on 
involvement of the mastoid. 

It appears that penicillin is a very effective agent 
in the treatment of acute suppurative otitis media 
of which gram positive cocci are the cause. 

Complications of suppurative otitis media are 
reduced to a minimum, and mastoiditis, which is by 
far the most common of the sequelae following 
middle ear infection, is almost completely eliminated 
by penicillin therapy. 

Fifty cases of acute suppurative otitis media, 48 
of which occurred as a complication of scarlet fever, 
were treated with varying doses of penicillin intra- 
muscularly. The external auditory canal was free 
from exudate in 82 per cent of the patients in less 
than 4-% days following the institution of therapy. 
Recurrence of the infection was observed in 16 per 
cent of the patients, and these responded well to 
treatment with larger doses of penicillin. 


There appeared to be some degree of correlation 
between the total dosage of penicillin required to 
effect a cure and the type of organism producing the 
middle ear infection. Infections in which the hemo- 
lytic staphylococcus aureus was present alone or in 
combination with the beta-hemolytic streptococcus 
seemed to be more resistant to therapy but re- 
sponded to larger quantities of the antibiotic agent. 

Complications of acute suppurative otitis media 
were reduced to a minimum, and mastoidectomy was 
only infrequently necessary. 

Secondary infections with gram negative bacteria 
were well controlled by the local administration of 
ro per cent urethane and 1 per cent sulfanilamide in 
aqueous solution. F 

The following regimen is suggested for the treat- 
ment of acute suppurative otitis media: intra muscu- 
lar administration of 15,000 units of penicillin 
immediately after the appearance of exudate in the 
external auditory canal, and repetition of the same 
dose every 3 hours until the aural discharge has been 
completely absent for 72 hours. 

Harry W. Fink, M.D. 


Atkinson, M.: Méniére’s Syndrome; Comparison of 
Results of Medical and Surgical Treatment. 
Arch. Neur. Psychiat., Chic., 1945, 54: 192. 


The author reviews the various medical treat- 
ments in popular use for Méniére’s syndrome, in- 
cluding salt-free diet and dehydration, sodium-free 
diet plus ammonium chloride, low salt diet and 
ammonium chloride, high potassium diet, histamine 
intravenously and nicotinic acid. It is believed that 
each of these methods of treatment will give relief 
or improvement of vertigo in from 62 to 96 per cent 
of cases. The incidence of improvement in deafness 
and in tinnitus varies from 9 to 56 percent. Specu- 
lating on the cause for the similarity of results ob- 
tained with these various medical treatments, the 
theory of a common basic factor which is affected 
favorably by all of these treatments is suggested. 
Increased capillary permeability is suggested as such 
a factor, and may be due to one of two causes— 
anoxia from a diminished blood supply or sensitiza- 
tion to some form of protein or chemical. On this 
basis the favorable action of each of these various 
medical treatments might be explained. The author 
has had better experience with nicotinic acid and 
histamine desensitization in appropriate cases than 
with other treatments. 

Surgical treatments for the prevention of attacks 
of vertigo are also discussed. 

Portmann’s operation on the saccus endolymphat- 
icus does not sacrifice hearing but has not met with 
general favor, probably because of 25 per cent 
failures. Removal of foci of infection, while recom- 
mended highly by one writer, has failed to give re- 
sults in the hands of others. Sectioning of the 
vestibular portion of the eighth nerve is criticized 
because of its failure to relieve the deafness and 
tinnitus, although the latter may sometimes be im- 
proved. Operations on the labyrinth consist of two 
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types: those which destroy the labyrinthine function 
completely and those which destroy only a part of 
the vestibular function. The former has the unde- 
sirable result of destroying hearing and is unsuitable 
in bilateral cases or those with useful hearing in the 
affected ear. Experience with the second type of 
operation is not yet sufficient, but it seems to offer a 
safer and more logical procedure in that hearing is 
preserved. 

In conclusion, the author points out that medical 
treatment will relieve or control attacks of vertigo in 
about 80 per cent of cases, and will give relief from 
tinnitus in about 50 per cent; hearing can be im- 
proved in about 20 per cent of cases. Surgical treat- 
ment is recommended only as a last resource, to 
abolish attacks of vertigo. 

Joun R. Linpsay, M.D. 


Fowler, E. P.: Early Diagnosis and the Arrest of 
Otosclerosis (Clinical and Histological Otoscle- 
rosis). Arch. Otolar., Chic., 1945, 42: 253. 


Otosclerosis is the name given to a disease of bone 
which begins in the bony wall of the labyrinthine 
capsule. It can be diagnosed only by the occurrence 
of deafness which is due to a limitation of mobility 
at the annular ligament which impedes the vibration 
of the stapes. Such signs as a pinkish glow from the 
promontory, an apparent increase of hearing for 
bone conducted sounds, a positive Gellé test, im- 
movability of the malleus, a normally patent eusta- 
chian tube, scantiness of cerumen hairs and sweat 
glands in the external canal, and a family history of 
otosclerosis with no previous history of aural dis- 
ease, all point to a diagnosis of otosclerosis; but all of 
these signs may be absent in the presence of oto- 
sclerosis and all may be present in the absence of 
otosclerosis. 

Available statistics based on histopathological ex- 
amination (Guild) indicate that 7.55 per cent of 
white people harbor otosclerosis, but that only about 
I per cent have ankylosis of the stapes. Adequate 
statistics in the colored population are lacking, but 
those available indicate a much lower incidence of 
otosclerosis, possibly 1 per cent. The disease tends 
to be most active under the age of 20 and least active 
after the age of 60 years. 

The only clinical indication of beginning ankylosis 
of the stapes is a slight lowering of the hearing acuity 
for the lower frequencies. In uncomplicated active 
otosclerosis with ankylosis the loss of hearing pro- 
gresses inversely with the frequency or pitch of the 
tone. There is as yet no knowledge as to the etiology. 
A similar disease of bone has not been found in other 
parts of the skeleton. 

In order to detect early otosclerosis every child 
should be examined when it enters school and a his- 
tory of progressive deafness in the family should lead 
the observer to examine the child more frequently 
and to institute measures to correct any abnormali- 
ties. Attention should be paid to hormone factors 
and certain vitamins and minerals, especially around 
the age of puberty. There is no impressive evidence 





HEAD AND NECK 181 


that the fenestration operation arrests the otoscle- 
rotic lesion. Joun R. Linpsay, M.D. 


Shambaugh, G. E., Jr.: Fenestration Operation. A 
Clinical Study of the Permanence of Its Re- 
sults. Q. Bull. Northwest. Univ. M. School, 1945, 
19: 259. 

The history of the fenestration operation is the 
story of the search for a method of making a laby- 
rinthine fistula that would remain open. 

The early operations failed because new bone 
formation always closed the fistula with loss of hear- 
ing improvement in a few weeks or months after 
operation. It is now possible to create a fistula in 
the bony labyrinth that will usually remain open. 
This is due to advances and changes in technique 
during the past few years, and the author’s technique 
employed most recently shifts the position of the 
fenestra and the application of the skin flap so as to 
enhance the conduction of sound vibration from the 
tympanic membrane to the fistula. This has been 
employed in 172 operations. 

Closure of the fistula to sound occurred in 6.57 
per cent of 800 consecutive fenestration operations. 
Analysis of these cases showed that with each im- 
provement in technique the percentage of closure 
diminished. The majority of the closures occurred 
within the first year after operation and in only 2 
cases did they occur later than two years after opera- 
tion. 

The criticism most frequently levelled against the 
fenestration operation has been that the hearing 
results would be transitory because of bony closure 
of the fistula. This prediction was borne out in part 
in the early operations done by the original Lempert 
technique. Successive improvements in technique, 
however, have successively reduced the percentage 
of failures due to bony closure. With the technique 
used by the author during the past 2% years, 77 per 
cent of the cases permanently maintain a function- 
ally wide open labyrinthine fistula with maximum 
hearing improvement, while 86 per cent present a 
significant hearing improvement. 

Joun F. Dern, M.D. 


NOSE AND SINUSES 


Lumsden, R. B.: Otolaryngology in the Army. J. 
Lar. Otol., Lond, 1945, 60: 91. 


The author reviews his experience in otology dur- 
ing a period of 4% years in the Middle East. 

Otitis externa presented a high incidence in the 
summer months, particularly among new, as com- 
pared to seasoned, troops. Swimming appeared to 
be an etiological factor, but was not of prime impor- 
tance. Acute otitis media showed a high incidence 
during the summer which also was related to swim- 
ming; only a few of the patients observed had not 
been swimming shortly before the onset of infection. 
Swimming while suffering from a cold appeared to 
be the most important factor in the onset of both 
otitis media and acute sinusitis. 
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The results which followed limited local use of 
penicillin in the treatment of chronic sinusitis were 
unconvincing. The author’s opinion was that the 
climate was not beneficial to upper respiratory in- 
fections. 

During the year of 1941 and early in 1942, 31 per 
cent of patients with acute otitis media required 
mastoid operation. During the similar period in 
1943 and 1944, 8.7 per cent of patients required 
operation. 

A review of the complications of otitis media 
showed 3 cases of meningitis with 2 recoveries: 3 
cases of lateral sinus thrombosis with 2 recoveries; 
4 cases of temporosphenoidal lobe abscesses with 3 
recoveries; 5 cases of labyrinthitis with 5 recoveries; 
and 3 cases of multiple complications, all fatal. The 
incidence of petrositis in the complicated cases, par- 
ticularly in patients with labyrinthitis, was high. 
Atrophic rhinitis seemed to be aggravated by the 
hot, dry climate, and all but the mildest cases had 
to be returned to a temperate climate. Diphtheria 
proved to be a more dangerous disease in the Middle 
East than in temperate climates. Neuritis was a 
common complication and frequently extensive. 

Approximately 20 per cent of casualties of all 
types were found to have sustained some acoustic 
trauma. Mixed deafness was found in 4o per cent 
of such cases. In one hospital, over 80 per cent of 
ruptured drums in traumatic cases had a superadded 
otitis media. This was attributed probably to un- 
warranted local interference, particularly with the 
syringe, and insufflation of sulfonamide powder. The 
only local procedure which was advised in such cases 
was the application of a plug of cotton wool, and re- 
moval of impacted wax with a scoop, when necessary. 

Joun R. Linpsay, M.D. 


MOUTH 


Ebenius, B.: Cancer of the Lip. A “linical Study of 
778 Cases, with Particular Regard to Predispos- 
ing Factors and Radium Therapy. Acta radiol., 
Stockh., 1943, 48: 12. 


In his investigation of the Radiumhemmet lip 
cancer material, the particular aims of the author 
have been (1) to find a practical definition of the 
term, “lip cancer;”’ (2) to throw light on the signifi- 
cance of the so-called predisposing factors and of the 
precancerous conditions in the development of lip 
cancer; (3) to clarify the differential clinical pictures 
of the lip tumor; (4) to determine the frequency of 
metastasis, the usual time of its appearance and its 
relation to the status of the primary tumor; (5) to 
illuminate certain technical problems of treatment 
in interstitial irradiation; (6) to evaluate the radio- 
logical treatment in relation to the cure results ob- 
tained on the basis of calculation, i.e., without the 
elimination of specific categories of cases; and (7) to 
discover which factors influence the curability of lip 
cancer and thereby the prognosis. 

The author had at his disposal a series of 807 cases 
of lip cancer from the years 1910 to 1935. All 778 


cases of lip cancer which have been accepted for 
treatment have been followed up to January 1, 1941, 
when this investigation was terminated. 

In the present study, the term “lip cancer’’ is used 
onbaiade with regard to cancer arising in the 
epithelium of the red of the lip. In all cases of lip 
cancer in which treatment is at all possible, the local 
tumor should be treated radiologically. Rather 
small, not too deeply growing cancers can advan- 
tageously be treated with radium; larger tumors 
should be treated with roentgen rays. In cases with 
operable lymph ‘node metastases, the main stress 
should be laid upon the surgical treatment in con- 
nection with which both preoperative and post- 
operative roentgen or teleradium treatment should 
be given. Inoperable metastases should be treated 
with roentgen rays, or, preferably, teleradium. Inter- 
stitial irradiation of remnants of metastases can also 
be used. Prophylactic roentgen treatment of the 
lymph node regions is recommended for cases with- 
out palpable metastases. 

Noa D. Fasricant, M.D. 


PHARYNX 


Whiteleather, J. E.: Transitional Epithelial Cell 
Carcinoma of the Nasopharynx. Am. J. Roenig., 
1945, 54: 357- 


Transitional epithelial cell carcinoma of the naso- 
pharynx is not a rare disease. However, the diag- 
nosis is often made too late for successful treatment. 
The disease affects both males and females of all ages 
and it is exceedingly malignant in children and 
young adults. 

The most common site of the primary lesion is in 
or near the fossa of Rosenmueller, or in the pharyn- 
geal tonsils. One of the earliest symptoms is refer- 
able to obstruction of the eustachian tube. Later 
symptoms are referable to a polypoid obstruction of 
the nasopharynx, invasion of the cranial cavity, and 
metastases to the lymph nodes of the neck. Distant 
metastases are common. 

Radiation therapy is the accepted method of 
treatment and offers the greatest hope at this time, 
whether it be complete arrest or palliation. Patients 
who are treated before metastases or intracranial 
extension occurs can expect the best results. 

Sixteen cases of transitional epithelial cell carci- 
noma of the nasopharynx in patients of from ro to 
58 years of age are reported. Metastases were 
present in all but 2. Six patients are still living. Of 
these, 3 have the disease and 3 are free of it. None 
of the latter has survived more than 30 months. 

Joun F. Detru, M.D. 


NECK 


Means, J. H.: Hyperophthalmopathic Graves’ 
Disease. Ann. Int. M., 1945, 23: 779- 
Surveying the several phases or types of Graves’ 
disease, one may recognize, among others, the follow- 
ing: 
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1. Classic Graves’ disease, with ophthalmopathy, 
thyrotoxicosis, and goiter. 

2. Graves’ disease with thyrotoxicosis but no 
ophthalmopathy. 

3. Hyperophthalmopathic Graves’ disease, with 
hyperthyroidism, euthyroidism, or hypothyroidism, 
in which the ophthalmic phenomena are the most 
prominent. 

The pathogenesis and etiology of the ophthalmop- 
athy have not yet been definitely established. The 
available evidence indicates that swelling of the 
orbital contents is a very important, if not the sole, 
factor concerned in proptosis of the globes. Weak- 
ness of the rectus muscles probably also plays a part, 
and the wide separation of the lids, too, may be a 
factor. The orbital swelling is believed by many to 
be due to increase in fat. Although the precise cause 
of the swelling in the ophthalmopathy of Graves’ 
disease has not been established with any degree of 
certainty, it is very evident that the anterior lobe of 
the pituitary gland has some relation to it. 

From the point of view of diagnosis, the problem 
is not one of distinguishing between etiologically 
distinct types, but of deciding, in any given case, 
whether the ophthalmopathy or the thyrotoxicosis 
constitutes the greater menace to the patient. The 
manifestations which render the eye condition dis- 
quieting are those reflecting swelling and muscle 
involvement—bulging of the lids, chemosis of the 
conjunctiva, limitation of the ocular movements, 
and diplopia. Limitation of upward movement is 
the most impressive, and probably the most signifi- 
cant, of the muscle phenomena. 

A more difficult diagnostic problem is that of 
recognizing cases in which the eyes are likely to 
enter the hyperophthalmopathic phase at a later 
date, with a view to prophylaxis. Males are more 
prone to develop the hyperophthalmopathic phase 
than are females. The early occurrence of subjective 
ophthalmic symptoms should also suggest the pos- 
sibility of an impending hyperophthalmopathic 
course. The early occurrence of chemosis and in- 
jection of the conjunctiva, and of epiphora is also 
suggestive of the hyperophthalmopathic type; 
whereas marked lid retraction phenomena with little 
or none of the phenomena due primarily to swelling 
favor the classic type. 

The treatment of the hyperophthalmopathic type 
is specific and symptomatic. Thyroidectomy should 
be avoided in cases in which the development of a 
hyperophthalmopathic course is considered likely. 
Enough cases follow this course postoperatively to 
justify the belief that the removal of the thyroid 
plays an important part in initiating it. 

The administration of thyroid, irradiation of the 
pituitary gland, and administration of substances 
antagonistic to thyrotropin are among the specific 
measures used in treatment. 

Symptomatic treatment consists of adequate pro- 
tection of the eyes, depleting measures (on the theory 
that edema of the orbital tissues may play a part), 
measures aimed at improving the strength of the 
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extrinsic muscles, and surgical procedures, from 
tarsorrhaphy to enucleation. Samvet Kann, M.D. 


Davis, E. D. D., Lederman, M., Harnett, W. L., 
Woodman, E. M., and Others. Discussion on 
the Treatment of Carcinoma of the Larynx. 
Proc. R. Soc. M., Lond., 1945, 38: 353- 


Davis reviews laryngofissure for early intrinsic 
carcinoma of the larynx and compares the results 
with those in cases treated by radium implantation, 
radiotherapy, or radical laryngectomy. The most 
suitable cases for laryngofissure excision were those 
in which the growth was limited to the middle or 
anterior third of the vocal cord. Extension upward 
to the ventricular band or into the ventricle was no 
contraindication to excision, but extension to the 
subglottic area, to the posterior commissure, or 
across to the anterior commissure was regarded as a 
contraindication to this type of operation. The most 
successful excisions resulting in cures were those done 
for epidermoid carcinomas of the Grade 1 Broders’ 
type. All the operations were done under endotra- 
cheal anesthesia with chloroform and ether. The 
isthmus of the thyroid was usually divided to facili- 
tate tracheotomy, a procedure no longer considered 
necessary in every casé. When tracheotomy was 
performed, the tube was always removed before the 
patient left the operating room. Extreme care was 
always taken to insure against the oozing of blood 
into the larynx. Packing of the larynx with gauze 
or division of the hyoid bone was considered poor 
surgery. The alae of the thyroid were not removed, 
but the tissues about them were freed en bloc. In 
this series there were no deaths. Two of these cases 
were formerly treated with teleradium but showed 
recurrences and were then treated by laryngofissure, 
which resulted in 5 year cures. 

COLLIDGE recommended routine biopsy because 
senile tuberculosis mimics epithelioma of the larynx. 
Broders’ classification from the biopsy specimen, if 
indicative of a Group IV carcinoma, would suggest 
radical operation rather than laryngectomy. After 
radiation therapy, operative technique may become 
more difficult and tissue devitalization may result 
in pharyngostenosis or necessitate plastic operations. 
If radiation therapy fails, a radical operation should 
be done rather than laryngofissure. If general phys- 
ical debility exists, patients are best treated by radi- 
ation therapy, which should then be regarded as an 
alternative method. The technique of burying 
radium needles in the neck should be abandoned in 
favor of the teleradium beam which can be accurate- 
ly controlled for dosage and causes minimal or no 
radionecrosis. 

LEDERMAN States that radiation therapy in early 
cases of intrinsic carcinoma of the larynx can offer 
the patient as much as surgery and with less risk. 
Statistics were presented which matched Collidge’s 
report of 70 per cent and 6o per cent 10 year sur- 
vivals after laryngofissure and laryngectomy. 

HArNETT reported a series of 123 cases of cancer 
of the larynx not yet published. The sex ratio was 
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113 males to 10 females. The average age of the 
patients was 62 years. There were 57 patients with 
early cancer, of which 15 were treated by radical 
surgery and 13 were alive after 4 years. Of the 10 
in the latter group treated by palliative methods, all 
were dead; of the 19 treated by radium, 8 survived; 
and of the 13 treated by x-ray, 4 were alive. The 
operative mortality from laryngofissure (12 cases) 
was 8.3 per cent. 

WoopMan believes that the method of opening a 
window into the larynx and inserting radium needles 
into the lesion should be defended and not be aban- 
doned. He also noted that x-radiation may be given 
through the window, as a follow-up for recurrences. 

Fiz! states that the preservation of the patient’s 
life rather than his voice should be considered before 
surgery is recommended. Sepsis can be better con- 
trolled now because of new drugs. Hence, the results 
of radiation therapy will become more striking. 
After laryngofissure, radiation therapy should be 
given to decrease the percentage of recurrences. 

NEGus reports that patients treated with x-ray 
therapy do not completely avoid damage to their 
voice as is commonly believed. They also suffer 
from the prolonged treatment and x-ray reaction. 
Perichondritis is a complication after irradiation. 
Laryngofissure is superior to radiation therapy if the 
malignancy is of low grade. Patients treated by the 


Finzi-Harmer method of radium implantation 
through a window in the larynx made uneventful 
recoveries and suffered little radiation sickness. 

Witson’s results from either radiotherapy or 
surgery did not equal those reported. Wilson thinks 
that surgery should never be attempted after exten- 
sive radiotherapy. He also believes that there is no 
reliable method of predetermining the radiosensi- 
tivity of a lesion. 

Brown believes that surgery should be limited to 
simple carcinoma of the cord. The most important 
advances in laryngeal surgery consisted of the elim- 
ination of tracheotomy by means of intubation and 
the control of bleeding with the cautery point. 

CANFIELD states that tracheotomy is of great 
value because it diminishes the muscular activity of 
the pharynx and larynx and thereby promotes better 
healing. 

Davis states that the Harmer-Finzi operation is 
superior to other forms of therapy because it enables 
one to give the proper dosage of radium over the 
area to be treated, whereas teleradium and x-ray 
produces burning of the skin and other complica- 
tions in the surrounding tissues. 

CoLLiwcE said that the local use of radium causes 
an irregular radiation effect and the tumor proper 
fails to receive an homogenous dose. 

BENJAMIN G. P. SHarFrrorr, M.D. 
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PERIPHERAL NERVES 


Spurling, R. G.: Peripheral Nerve Injuries. J. Am. 
M. ASs., 1945, 129: I01T. 


In the European theater of operations, 15 per cent 
of all battle injuries to the extremities were compli- 
cated by nerve damage. If such injuries are mis- 
handled, the patient may be left with a useless, 
anesthetic limb; therefore, it was extremely impor- 
tant to set up a program of treatment for them. 

Immediate primary suture of a severed nerve is 
theoretically desirable, but in practice it is not a 
good plan because battle injuries are almost invari- 
ably associated with contusion of the nerve tissue. 
The optimum time for end-to-end suture is between 
the third and the ninth weeks after injury. 

It was not always possible to return patients with 
injury of the peripheral nerves to base hospitals for 
definitive treatment during the optimum period be- 
cause these injuries were last on the list of priorities 
for evacuation among neurosurgical cases. These 
patients usually reached neurosurgical centers in 
England two to three weeks after wounding. Mean- 
while the wounds had been débrided and delayed 
wound closure done. Most of the definitive treat- 
ment was given in England rather than the United 
States because the optimum time for repair would 
have passed before the latter could be reached. 
However, the patients were usually sent to the 
United States for convalescence. Many serious 
wound infections or extensive injuries of the soft 
tissue requiring plastic repair were sent directly to 
the United States, by-passing England. 

Several points were outlined for the management 
of peripheral nerve injuries in the Manual of 
Therapy for the European theater. 

1. In every wound of the extremities, damage to 
the nerve trunks must be considered, and motor and 
sensory tests should be made. 

2. Even in the presence of nerve injury, the wound 
should be treated as any other soft tissue wound, 
that is, by débridement and delayed closure. 

3. If severed nerve ends are visualized during the 
débridement, they should be approximated if pos- 
sible. If the gap is too great to permit this, both 
ends should be anchored to the soft tissue with fine 
steel or tantalum wire. This is to prevent retraction 
which sometimes complicates later end-to-end 
suture. Metal sutures aid in later visualization by 
means of x-rays. 

4. Muscles and fascia should be approximated 
loosely over the exposed nerve trunk, No pack 
should be used. The wound should be closed later. 

5. For transportation, splints should be applied 
whether there is associated bone injury or not. 

6. The condition of the nerves at operation and 
the procedure done should be noted on the emerg- 
ency medical tag or on the cast. 
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The following principles of nerve repair were 
stressed: 

Nerve ends should be trimmed until normal tu- . 
bules are visible. The ends should be approximated 
by epineural sutures with no tension on the suture 
ine. 

Hemostatis must be rigid. The use of a through- 
and-through suture (sling stitch) was optional. The 
recommended suture material was fine tantalum 
wire on an atraumatic needle. 

A small cuff of tantalum foil was usually placed 
over the suture line, although at one installation a 
plasma clot (Tarlov’s technique) was used. 

Removable splints were used rather than casts for 
the correction of deformities due to injuries. Ex- 
tension of the flexed joint was begun at the end of 
the second week after operation and was completed 
by the fifth week. 

Physiotherapy was applied both before and after 
operation. Galvanic stimulation of denervated 
muscles will prevent atrophy and retard fibrosis, 
and, accordingly, this measure was used routinely, 
beginning with 15 brisk contractions daily and 
progressing to 30 contractions. Massage, active and 
—_* motion, and moist and dry heat were also 
used. 

There were 6,245 battle casualties with major 
nerve injuries hospitalized between D-day and V-E 
day. Of these, 46 per cent were operated on over- 
seas. The remainder were evacuated to the United 
States for definitive surgery, usually because the 
neurosurgical centers abroad were overloaded. 

In 47 per cent of the surgical cases the nerve was 
found intact and neurolysis, usually external, was 
done. In the remaining cases, the operation con- 
sisted of end-to-end suture. The number of insur- 
mountable nerve gaps amounted to 1 per cent, as 
opposed to the 10 per cent found among the cases in 
which operation was performed in the United States 
following the North African campaign. This is im- 
portant because elective bone shortening to facilitate 
end-to-end suture is not desirable and most nerve 
grafts are clinical failures. 

Early nerve suture possesses three advantages 
over delayed suture: (1) mobilization of the proximal 
and distal nerve segments is more readily achieved; 
(2) fibrosis in the wound, particularly in the nerve 
stumps, is minimized; and (3) flexion of the contigu- 
ous joints is more easily accomplished. 

The time lapse between wounding and neuro- 
surgery varied from 28 days in the period after 
D-day to 42 days in the period of heavy fighting 
before V-E day. The average for the whole period 
was 39 days, which was longer than the optimum 
period but well within the upper limit of go days. 

Primary wound healing occurred in 98 per cent of 
the cases, and demonstrated the wisdom of delaying 
neurosurgery for three or four weeks. 
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Many of the simple cases were managed under 
local anesthesia, but sciatic nerve repair was done 
under spinal analgesia, and brachial plexus injuries 
under intratracheal ether. 

The surgical mortality for the whole series was 
0.03 per cent. The single death was the result of a 
procaine reaction following local block. 

A Peripheral Nerve Registry has been set up in 
the Professional Consultants Division, Office of the 
Surgeon General, for the purpose of follow-up, 
analysis, and assessment of the results of this pro- 
gram of management. Robert E. GREEN, M.D. 


Harvey, A. M., Kuffier, S. W., and Tredway, J. B.: 
Peripheral Neuritis. Bull. Johns Hopkins Hosp., 
1945, 77: 83. 

Clinical and physiological observations were made 
on a series of 20 cases of peripheral neuritis confined 
to a single nerve in patients who had been in the 
tropics. The common peroneal nerve was involved 
in 16 patients, the axillary nerve in 3, and the radial 
nerve in 1 patient, producing sensory, motor, and 
trophic disturbances. The onset was usually sudden 
and associated with pain. 

Electromyographic studies showed that the re- 
sponse to a single maximal nerve stimulus or to 2 
nerve stimuli at short intervals, or to tetanic stimu- 
lation as measured by the voltage of the muscle 
action potential, was reduced in size but normal in 
shape and duration. They indicated that there was 
no primary defect in the function of the muscle fibers 
or the neuromuscular junction and that many fibers 
within the affected nerve functioned normally. All 
cases improved gradually and in most instances 
function returned within 4 to 6 months, but in none 
of them did the return of function return completely, 
which suggested that certain of the fibers were per- 
manently damaged and showed no signs of 
regeneration. 

All of the patients had been on antimalarial sup- 
pressive treatment with atabrine or quinine, or both, 
prior to the development of the peripheral neuritis, 
and ro of them were suffering from tertian malaria. 
However, the authors do not believe that either 
atabrine or quinine, or the malarial fever, was 
specifically related to this disease. Recovery was 
not influenced by atabrine, quinine, or even thiamin 
chloride. The treatment consisted of support of the 
involved muscles, graded exercises, and a balanced 
diet. GrorGE Perret, M.D. 


Milch, H.: Anterior Transposition of the Peroneal 
Nerve for Traction Paralysis. J. Bone Surg., 1945, 
27: 608. 

Peroneal nerve injuries resulting from fractures, 
contusion, and direct pressure have been well rec- 
ognized. That injury might be caused by a stretch 
mechanism was first recognized by Platt in a publi- 
cation in 1928. Watson-Jones in 1931 was similarly 
aware of this possibility and reported a case of 
traumatic avulsion of the styloid process of the fibula 
in which, at the time of operation, the nerve was 


found intact but with evidence of recent hemorrhage 
into the sheath. The rapid peroneal recovery was 
accounted for on the basis of a physiological block 
attributable to momentary stretching rather than a 
contusion. Although the general impression has 
been that the stretch injury was always associated 
with fracture or injury to the ligamentous apparatus, 
the author refutes this as a true syndrome since such 
a lesion may occur without the association of either. 

In anatomical dissection, it is shown that the 
course and position of the peroneal nerve readily 
expose it to traction injury. This is due to an almost 
right angled turn of the nerve around the tibial head 
of the peroneus longus, the attachment of the deep 
fascia, and a fixation of the nerve as it curves around 
the fibular neck. The latter factor prevents much 
leeway in movement of the nerve. Consequently, 
any increase in the tibiofibular distance following a 
displacement of the head of the fibula results in ex- 
cessive traction upon the nerve. 

Two methods to cope with tension of the peroneal 
nerve and to relieve its concomitant neurological 
signs are presented. The more desirable method is to 
incise the fascia and the medial head of the peroneus 
longus muscle, and to transpose the nerve antero- 
medially to lie in front of the head of the fibula. This 
permits a shortened course and a relative increase in 
the length of the nerve. If this is insufficient to 
relieve the traction, the head of the fibula may be 
resected as was done in one of the cases reported. 

Jack I. Wootr, M.D 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Yeager, C. L.: Electroencephalographic Localiza- 
tion and Differentiation of Lesions of the Fron- 
tal Lobes; Pathological Confirmation. Arch. 
Neur. Psychiat., Chic., 1945, 54: 197- 


One hundred consecutive cases of verified lesions 
of the frontal lobes of the brain in which electro- 
encephalographic recordings were made are reviewed. 
Because of the simplicity and ready applicability of 
electroencephalography, this procedure was found 
to be valuable in the localization of these lesions. 
By utilizing the information gained from the electro- 
encephalogram, a clue to the pathological nature of 
the underlying lesion may be obtained. 


Berliner, F., Beveridge, R. L., Mayer-Gross, W., 
and Moore, J. N. P.: Prefrontal Leucotomy ; 
Report on 100 Cases. Lancet, Lond., 1945, 249: 
325- 

Freedom from inhibition, euphoria, and a gener- 
ally carefree attitude had long been observed as 
clinical symptoms after injury or operative removal 
of the frontal lobes in men and primates. In view 
of this, Moniz attempted, in 1935, to produce, arti- 
ficially, a similar state in patients suffering from 
anxiety and depression, his aim presumably being 
to replace emotional tension by the above symptoms. 
At first he injected alcohol, but failing to achieve 
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results he devised a surgical technique which was 
subsequently modified by Freeman and Watts in 
1942. The latter believe that the correct procedure 
is the division of the anterior thalamocortical fibers, 
hoping thereby to disassociate the emotional and 
intellectual components of morbid thought processes. 

The authors then review a series of cases, 100 in 
number and divided into 49 male and 51 female 
patients, whose average age was 36 (their ages 
ranging from 19 to 53 years). This material in- 
cluded 4 cases of melancholia, 5 of severe obsessional 
states, 2 epileptics subject to frequent attacks 
with impulsive outbursts, and a general paretic, 
who, having had treatment, developed a chronic 
hallucinosis. The remaining 88 patients were suf- 
fering from schizophrenia, 54 of them being cata- 
tonics mostly of the excited hyperkinetic type, and 
13 schizophrenics of the hebophrenic type who were 
sullen and withdrawn from reality although with 
occasional impetuous and violent behavior. Judged 
by ordinary prognostic standards all of these patients 
were considered hopeless chronic invalids. 

The operative technique as described by Freeman 
and Watts was used throughout the series. From a 
technique standpoint the operation was a straight- 
forward procedure with few complications, the mor- 
tality in the series being 4 per cent. The importance 
of expert postoperative management is stressed. The 
impression of the authors that the best results are 
achieved in cases showing signs of “mental tension” 
is supported by this series. In the schizophrenia 
group, periodic catatonics gave the best results. It 
is concluded that the value of the operation in 
certain types of emotional illness has been well 
established. Pau MERRELL, M.D. 


Frykholm, R.: The Treatment of Bilateral Acoustic 
Tumors. Acta chir. scand., 1945, 92: 451. 


The incidence of bilateral acoustic tumors has 
been a subject of discussion for many years. In 1915 
Henschen regarded the ratio of bilateral to unilateral 
acoustic tumors as being 1 in 10; Cushing, in 1917, 
believed that many cases of unilateral tumors were 
not reported and that probably the ratio was closer 
to 1 in 100. In the clinic of Professor Olivecrona, in 
Stockholm, during the period from 1922 to 1943, 
there were recorded 241 cases of unilateral and 6 
cases of bilateral acoustic tumors. 

The author discusses the cases of 54 patients with 
unilateral tumors, who were operated upon in this 
clinic during the period from 1937 to 1939. Radical 
enucleation of the tumor with preservation of the 
facial nerve was the objective, for in intracapsular 
enucleation the nerve is nearly always spared. 

Radical removal of the tumor with preservation 
of the facial nerve was done in 27 cases with 3 deaths; 
radical removal without preservation of the facial 
nerve was done in 14 cases with 3 deaths; and intra- 
capsular enucleation was done in 13 cases with 
2 deaths. 

This vast experience was available in the treat- 
ment of 6 patients with bilateral tumor, 3 of whom 
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had a generalized neurofibromatosis. The cases are 
carefully recorded and it is apparent that they pre- 
sented many surgical difficulties, for 3 of the patients 
died within 2 months after operation. Frequently, 
operation in two stages was necessary despite the 
bilateral approach, and in no case was a radical re- 
moval accomplished on both sides with preservation 
of function in the facial nerves. The most satis- 
factory result was obtained in the second case, 
already reported, in which the patient is alive 17 
years after bilateral intracapsular enucleation. In 3 
cases, the tumor on one side was radically removed; 
the tumor on the other side was not dealt with. 
Thirteen cases in which surgical treatment was 
carried out have been collected from the literature. 

The syndrome presented in bilateral acoustic 
tumors is as would be expected, except that the con- 
dition does not necessarily progress evenly on the 
two sides. There is tinnitus, nerve deafness, loss of 
nerve conductivity, absence or diminution of corneal 
reflexes, and roentgen evidence of dilatation of the 
internal acoustic meatus. These are followed by 
cerebellar signs, such as ataxia and nystagmus, and 
finally there is increased intracranial pressure with 
vomiting and papilledema. : 

In the surgical treatment of acoustic tumors, 
certain aims and restrictions must be observed: 

There should be a bilateral approach and the dura 
should not be closed unless both tumors are removed 
with their capsules. Complete enucleation should be 
attempted only on a deaf ear. Radical removal 
should not be undertaken if one facial nerve has 
already been paralyzed. If the patient is completely 
deaf, both tumors should be radically removed pro- 
vided the facial nerve on the first side functions; a 
two-stage operation may be indicated. 

ADRIEN VERBRUGGHEN, M.D. 


MISCELLANEOUS 


Alpers, B. J., and Forster, F. M.: Arteriovenous 
Aneurysm of the Great Cerebral Vein and Ar- 
teries of the Circle of Willis; Formation by 
Junction of the Great Cerebral Vein and the 
Straight Sinus and of the Choroidal Arteries 
and Anomalous Branches of the Posterior 
Cerebral Arteries. Arch. Neur. Psychiat., Chic., 
1945, 54: 181. 


The authors report a case of arteriovenous aneu- 
rysm involving the great cerebral vein (Galen) and 
the arteries of the circle of Willis. This patient was 
an 18 year old male with a history of headaches for 
18 years. His neurological study was essentially 
negative, but x-rays revealed a calcification in the 
right parieto occipital region, convolutional indenta- 
tions of the inner table of the skull, and complete 
destruction of the dorsum sellae and the posterior 
clinoid processes. 

Ventriculograms revealed an internal hydroceph- 
alus with a calcified mass projecting into the pos- 
terior horn of the right lateral ventricle. 

Craniotomy was performed and the ventricle 
opened, which revealed a mass of tortuous arteries 
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and veins in the region of the glomus. More of the 
ventricle was incised, which exposed a mass of vas- 
cular abnormalities lying against the tentorium, 
with the vascular stem of attachment toward the 
midline. 

The patient succumbed 2 days following operation, 
and necropsy studies were done. These revealed an 
extensive aneurysm arising from the junction of the 
great cerebral vein (Galen) with the straight sinus, 
and with rather extensive arterial communications. 
The arterial supplies could be followed into it from 
both choroidal arteries, and direct communication 
could be traced from these arteries to the posterior 
cerebral artery on each side. A branch from each 
posterior cerebral artery could be followed while 
coursing around the mesencephalon and sending 
branches into the aneurysm. 

Only 2 cases of a similar type of arteriovenous 
aneurysm have previously been reported, and both 
of these were associated with an internal hydro- 
cephalus, the mechanism of which has not been ade- 
quately explained. Howarp A. Brown, M.D. 


Gantt, W. H., and Marshall, E. K., Jr.: Toxicity of 
Sulfanilamide on Higher Nervous Activity. 
Bull. Johns Hopkins Hosp., 1945, 77: 104. 


The authors found that the oral administration of 
large doses of sulfanilamide, considerably exceeding 
the therapeutic dose, produced a generally depressing 
action upon the conditional reflexes in dogs. Two 
dogs with previously well established salivary con- 
ditional reflexes and 2 dogs with cerebellar motor 
conditional reflexes became ataxic when given 0.5 
gm. of sulfanilamide per kilogram of body weight. 
The diminished conditional reflexes returned to 
normal the day following the experiment and there 
was no permanent impairment of cortical function. 

GEORGE Perret, M.D. 


Speigel, I. J., and Lewin, P.: Tourniquet Paralysis. 
J. Am. M. ASs., 1945, 129: 432. 


The authors believe that paralysis of a peripheral 
nerve follows the application of a tourniquet for 
hemostatic purposes more often than would be sug- 
gested by review of the literature. The reason for 
this is that most of the lesions produced by the tour- 
niquet are only transitory. 

Three cases of peripheral nerve paralysis presumed 
to be due to application of a tourniquet are described 
in detail; furthermore, in each case the particular 
nerve involved was surgically explored and visual- 
ized. Neuromas were found on the nerve in 2 cases 
with thinning of the nerve structure below the lesion, 
and in the third case the nerve was found to be em- 
bedded in scar tissue. The lesion was so extensive in 
all of the cases that end-to-end suture could not be 
accomplished because of the long length of nerve 
that would have to be sacrificed, and it then seemed 
that the peripheral nerve injury would be permanent. 
Pathological investigation of the nerve lesion was 
not feasible for none of the nerve was removed. The 
time of operation was relatively uncertain, but in 2 


cases the tourniquet was supposed to have been ap- 
plied for approximately 1% hours and in the third 
case for approximately 55 minutes. 

In spite of these lesions, the tourniquet is to be 
considered a very important adjunct in surgical pro- 
cedure on tendons, nerves, bones, and joints. 

ADRIEN VERBRUGGHEN, M.D. 


Munro, D.: The Rehabilitation of Patients Totally 
Paralyzed Below the Waist, with Special Ref- 
erence to Making Them Ambulatory and 
Capable of Earning Their Living. N. England 
J. M., 1945, 233: 453- 


With proper treatment all patients with injury of 
the spinal cord who are intelligent, co-operative, and 
have the use of their shoulders, arms, and hands can 
be made to live a socially useful existence. 

Among a series of 243 patients with thoracic, lum- 
bar, or sacral cord disease observed at the Boston 
City Hospital, 59 cases were analyzed. They were 
chosen according to the following criteria: the pa- 
tient must have lived go days after the onset of the 
disease; he must have been rendered incapable of 
doing gainful work; and the lesion must have been 
below the second thoracic level. The present study 
is concerned only with complete anatomic transec- 
tion of the cord. 

Following recovery from spinal shock, patients 
with anatomic transection develop a “mass reflex”’ 
or “maximal flexor response to a minimal sensory 
stimulus”, provided the state of nutrition is good and 
no major infection is present. This reflex consists of 
dorsiflexion of the great toe, flexion of the ankle and 
knee, and adduction and flexion of the hip. The 
flexor and extensor tendon reflexes are both hyper- 
active; the flexor muscles are hypertonic while the 
extensors have normal tone. In addition there is 
contraction of the abdominal muscles, which stim- 
ulates the urinary bladder and causes it to empty 
regardless of the amount it contains. The urine 
leaves the bladder so rapidly that even if an inlying 
catheter is in place it escapes around it. Thus, these 
patients cannot be kept dry as long as the mass 
reflex remains active and, since they are constantly 
wet, bed sores remain a problem.. The bowels also 
empty at unpredictable intervals so that the patient 
is always soiled with feces. 

However, if the mass reflex and its effects can be 
counteracted, the patient can be made ambulatory 
with splints. The bladder and bowels can also be 
brought under sufficient control so that the patient 
can be trained to get through the night without 
getting wet and through the day without getting 
soiled or having to empty his bladder more than once 
every three hours. 

The mass reflex is best eliminated by the intra- 
spinal division of the anterior spinal roots. This 
attacks the logical point, the motor side of the reflex 
arc, and converts the hypertonic spastic paraplegia 
into a flaccid paraplegia. It also prevents spread of 
the reflex activity to the abdominal muscles and 
bladder, and thus controls the latter. All anterior 














= 


UO OSS lc cS 


~~ eS TE 


=~ w= SS 


> OS Se ale Tt—‘“—éCtCW 





SURGERY OF THE NERVOUS SYSTEM 189 


roots are cut bilaterally from Ty or Ty to S;. Any 
local tendon shortening which remains can be cared 
for by manipulation or tenotomy. With splints the 
flaccid legs can be stabilized to bear weight, and with 
the addition of crutches the patients can learn to 
walk. Because the bladder no longer empties except 
when it reaches its critical amount of filling or when 
deliberately stimulated, the patients can remain dry. 

In the first of such operations attempted success was 
not complete because of difficulty in identifying the 
proper anterior roots, which were counted from what 
was thought to be Ss upward. The patients expired 
from sepsis arising from the urinary tract or bed 
sores. This has been eliminated in recent years by 
the use of tidal drainage with solutions M or G as 
irrigating fluid, which also does away with bladder 
calculi that otherwise occasionally form. 

In dorsolumbar anterior rhizotomy, the spinous 
process of Ty: is identified. A bilateral laminectomy 
of T;, and Ty is done. After the dura is opened, the 
last teeth of the dentate ligament are identified, 
since the intraspinal nerve which encloses it and 
leaves by the next dural opening below is the first 
lumbar. All anterior roots from Ty to S; are then 
sectioned but none below S; should even be cut. If 
the patient is very deformed, the laminectomy can 
be done in the lumbar puncture position. Pentothal 
sodium or an avertin base is the preferred anesthetic. 

Since the operation is permanently destructive it 
should be limited to those patients who have ana- 
tomical cord transection. The requirements for this 
diagnosis are: complete absence of voluntary motor 
power, complete sensory loss, a predominantly flexor 


or flexor adductor contraction in the abdominal 
muscles and in both legs in response to a noxious 
stimulus applied to the sole of either foot, and the 
emptying of the bladder in accompaniment to this 
stimulus or other less noxious stimuli. Although the 
presence of an extensor thrust had been thought in 
the past to predicate neural cord connections above 
and below the lesions, the author has found that its 
presence or absence is not necessarily an indication of 
anatomic cord transection, and consequently it has 
no bearing on whether or not a given patient needs 
an anterior rhizotomy. Of primary importance is 
the elimination of infection and the establishment of 
a good general condition since the lack of a good 
general condition distorts the neurological status. 

Ten such rhizotomies have now been performed 
by the author with the conversion of spastic para- 
plegia to the flaccid type in all cases. Twenty-four 
hour urinary control without catheter or drainage 
has been attained in all but 2 cases. Bed sores and 
pressure sores were healed or arrested in all cases 
before operation. Two patients have developed 
bowel control so that defecation occurs only once a 
day at a predetermined hour. Three others are well 
on their way to attaining this end. In the others 
sufficient time has not yet elapsed. All but 2 are 
either walking with splints and crutches or learning 
to do so. 

Other patients have not been operated on because 
of the inability to control sepsis or hypoproteinemia, 
or because of inadequate intelligence on the part of 
the patient or ability to get along fairly well in spite 
of spasticity. Rosert E. GREEN, M.D. 
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CHEST WALL AND BREAST 


Daland, E. M.: Some Unusual Aspects of Cancer of 
the Breast. N. England J. M., 1945, 233: 515. 


From previously collected data the author found 
that there is a much greater life expectancy in 
patients with carcinoma of the breast who are oper- 
ated upon than in those who go untreated. A radical 
mastectomy is considered much superior to a simple 
mastectomy. Simple mastectomy is reserved as a 
palliative measure, but x-ray therapy is considered 
better than simple mastectomy. X-ray therapy is 
not tolerated well by elderly patients, and this group 
is treated by simple amputation of the breast if a 
radical operation is considered too formidable. 

Three cases of carcinoma of the breast in patients 
under 19 years of age are reported, also a recurrence 
34 years after radical mastectomy and 2 cases of 
persistent recurrence of low grade cancer over 
periods of 24 and 10 years, respectively. 

Ear O. Latimer, M.D. 


Réden, S.: On Cancer of the Breast, with Special 
Reference to the Results of Different Methods 
of Treatment. Acta radiol., Stockh., 1944, 57:5. 


The author has exhaustively studied 343 cases of 
carcinoma of the breast treated between 1911 and 
1933. The patients operated upon in 1928 and later 
have generally been subjected to annual examina- 
tions. The material was classified according to 
Steinthal: group I (SI) small and slowly growing 
larger tumors not fixed to the surroundings and 
without microscopic metastasis to the axilla; group 2 
(SII) tumors with axillary metastasis as disclosed by 
microscopic examination, their size being too limited 
to be classified in Group 3; group 3 (SILI) large and 
rapidly growing tumors fixed to the skin and under- 
lying tissue with axillary metastases, also all tumors 
with metastases in the fossa supraclavicularis and 
further away. There was a total of 343 cases 
(SI, 145; SII, 154; and SIIT, 44). 

Operative treatment was given according to Hal- 
sted’s technique. Electrosurgery was used in 10 
cases only. There was a primary mortality of 2.6 
per cent. 

X-ray therapy has changed throughout the years 
and on the whole the dosage has been increased. Asa 
rule, therapy can be confined to two fields. The 
radiation is arranged tangentially to the wall of the 
breast to lessen the risk of radiation lesions of the 
lungs. The treatment includes one preoperative and 
three postoperative series. 

There were 127 patients treated by operation 
alone, 98 by operation and postoperative roentgen 
treatment, and 118 had roentgen treatment before 
and after radical surgery. 

Of 59 patients in group SI treated by surgery 
alone, 78 per cent survived 5 years and 55.2 per cent 


survived 1o years. After 10 years death due to other 
causes was as frequent as death due to cancer. Of 17 
patients in group SIII treated by operation alone, all 
died within 3 years. 

Of 38 patients in group SI given postoperative 
irradiation, 71 per cent survived 5 years and 47.8 
per cent survived ro years; of 51 in group SII, 25.5 
per cent survived § years, and 13.3 per cent survived 
10 years; and of the 9 in group SIII none survived 
more than 3 years. 

The patients treated by irradiation preoperatively 
and postoperatively included 48 in group SI, 52 in 
group SII, and 18 in group SIII. Of the first group 
go per cent survived 5 years and 76.3 per cent sur- 
vived 7 years, but the figures for 10 years are incom- 
plete. Of those in group SII 36.5 per cent survived 


5 years and 27.8 per cent survived 7 years. Of those. 


in group SIII none survived for 5 years. The author 
reports in all cases whether the patient died of cancer 
or from other causes. 

The location of the tumor in the breast in relation 
to its degree of malignancy was as follows: (1) upper 
lateral quadrant, 51 (34.6%) cases less malignant 
and 96 (65.4%) more malignant; (2) upper medial 
quadrant, 35 (53.8%) cases less, and 30 (46.2%) 
cases more malignant; (3) lower lateral quadrant, 
18 (40.8%) cases less, and 26 (59.2%) more malig- 
nant; and (4) lower medial quadrant, 9 (47.7%) 
cases less, and 10 (52.7%) more malignant. 

Data were available in 139 cases of recurrence: 66 
cases had recurrence or regional metastases and 73 
cases had distant metastases. The recurrences and 
regional metastases made their appearance on an 
average of 16 months after operation, while the dis- 
tant metastases appeared in an average of 35 
months. The patients in the group SI developed 
recurrences or metastases later than those in group 
SII, as would be expected. 

Ear O. Latimer, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Conant, J. S., and Dale, G.: Closed Extrapleural 
Pneumonolysis. J. Thorac. Surg., 1945, 14: 369. 


Closed intrapleural pneumonolysis established it- 
self as a safe and technically satisfactory procedure. 
Aside from hemorrhagic effusion and subcutaneous 
emphysema, the complications vary little from those 
occurring during the course of pneumothorax therapy 
in patients without adhesions. The procedure has a 
very low mortality. There is less information, how- 
ever, regarding the technical results and complica- 
tions of extrapleural dissection of short pulmonary 
attachments and those to which portions of the lung 
are adherent over a relatively wide area. 

The author’s report is based on 50 operations in 
which some degree of extrapleural dissection was 
performed. They represent all instances in which 
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this procedure was used in 143 consecutive intra- 
pleural pneumonolyses. The attachments in these 50 
cases were unsuitable for division by the accepted 
criteria for intrapleural pneumonolysis and under 
ordinary circumstances these cases would not have 
been explored. It was possible to obtain satisfactory 
collapse in 35, or 70 per cent, of them by extrapleural 
dissection. An extensive or complete separation was 
achieved in 37 cases. If the number performed for ex- 
ploratory purposes (13) is omitted, the operation 
succeeded in 31 of 37 cases, or in 84 per cent of the 
cases in which an extensive or complete dissection 
was possible. 

No postoperative fluid was noted in 26 cases. 
Transient effusion occurred in 15 instances. Twenty 
operations were followed by temperatures of over 
100.4° F., which lasted no more than 1 week except 
in the instances in which bloody effusion and staph- 
ylococcus empyema occurred. The latter was prob- 
ably the result of damage to the lung parenchyma in 
the extremely firm short band. Closed drainage was 
necessary. 

Considerable postoperative bleeding followed the 
operation in 3 of the patients who had partial dis- 
section (23 per cent) and in 3 patients in the other 
two groups (8 per cent). These percentages suggest 
the various natures of the attachments. The patients 
with attachments which after exploration are found 
to be too dangerous to dissect also appear to be 
the ones associated with the greater percentage of 
postoperative hemorrhagic effusion, even though the 
operation is not persisted in. When extensive or 
complete dissection is possible, postoperative oozing 
is rather infrequent. Dense attachments are fre- 
quently vascular and it is suggested that the normal 
respiratory tug at the denuded line of attachment, 
when exaggerated by coughing and occasional vom- 
iting, has the opportunity of rupturing vessels and 
loosening the coagulum following cauterization of 
the bleeding points. 

There were 6 cases of empyema, 5 of which were 
tuberculous. All of them developed 4 or more 
months after the procedure. One case of staphylo- 
coccus aureus empyema occurred postoperatively. 

As to the technique, a new type of sponge carrier 
and dissector previously described by the authors 
was used in 45 of the 50 operations. The Coryllos 
pneumonolysis unit was used in nearly all of the 
cases. Josern K. Narat, M.D. 


Brantigan, O. C.: Resection of the Lung in the 
Treatment of Pulmonary Tuberculosis. Arch. 
Surg., 1945, 51: 147- 

Tuberculosis is a systemic infectious disease 
caused by a specific micro-organism. It most often 
involves the lung and is usually bilateral, but, 
fortunately, the major disease area is predominantly 
unilateral and often unilobar. The application of 
adequate medical measures supplemented by simple 
surgical procedures will arrest or cure early pul- 
monary tuberculosis in-most cases. Often in the 
later stages of the disease, irreversible structural 


changes occur in the bronchial system and cause the 
failure of simple therapeutic measures. 

Accurate diagnosis is extremely important in 
recognizing irreversible structural changes in the 
lungs and bronchial system. The use of tomog- 
raphy, bronchography, determinations of intra- 
cavitary pressure, bronchoscopy, bronchospirom- 
etry, and diagnostic pneumothorax, as indicated, 
will lead to the correct diagnosis of pulmonary 
lesions. Only with an accurate diagnosis can the 
outcome of surgical treatment be predicted. 

Pulmonary resection is the only form of treatment 
that can be used effectively when pneumothorax or 
phrenic paralysis, with or without pneumoperi- 
toneum, does not control basilar disease, a cavity 
against the mediastinal surface in the lower half of 
the chest, or a cavity in the middle portion of a lung. 
The isolated tuberculoma represents a localized 
form of pulmonary tuberculosis, and it is perhaps the 
only condition in which all of the diseased tissue can 
be excised. 

Controversy is invited when lobectomy is suggest- 
ed for the treatment of a tension cavity and of uni- 
lateral or unilobar disease in a young person. Real 
contention and perhaps just criticism are encounter- 
ed when lobectomy of the upper lobe is elected as the 
method of treatment instead of thoracoplasty. 

The criticism of elective lobectomy of the upper 
lobe for tuberculosis must not be allowed to react 
generally against pulmonary resection for tuber- 
culosis. Good results in the whole field of medical 
and surgical practice depend primarily on the treat- 
ment instituted early in the course of any disease. 

Nine cases are reported in which resection of the 
lung was indicated for the treatment of pulmonary 
tuberculosis. One case resulted in death. This 
patient had been subjected to a bilateral pneumo- 
thorax and a thoracoplasty in a period of 8 years, 
before undergoing lobectomy performed a year after 
the final stage of the thoracoplasty was done. If the 
failure of the thoracoplasty could have been pre- 
dicted after the failure of the pneumothorax, pneu- 
monectomy could have been performed as a primary 
type of treatment. In 1 of the cases in which removal 
of a tuberculoma was included excellent postopera- 
tive recovery occurred. The remaining 7 cases 
showed that the patients were definitely benefited 
even though the disease was not cured in every case. 
In 5 of the 9 cases reported, the patients had endo- 
bronchial disease. When tuberculous disease of the 
bronchial stump occurs, there is always the danger 
of the formation of fistulas months or years after the 
operation. Endobronchial disease often responds to 
the bronchoscopic application of silver nitrate even 
when an infected lung is distal. 

Dissection of the hilar structures, which permits 
individual ligation of the pulmonary artery and 
veins and also adequate suture of the bronchus with 
silk, has greatly reduced the development of bron- 
chial fistulas. The dissection in persons with tuber- 
culosis has been uniformly easier than dissection in 
persons with other pulmonary conditions which re- 
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quire lobectomy or pneumonectomy. Unfortunate- 
ly, tuberculous disease often is located in the upper 
portion of the lower lobe, which places it at the 
region of the incomplete fissure. As every effort 
must be made to avoid cutting into tuberculous 
tissue, the resection, therefore, must frequently be 
carried into the remaining healthy lobe. Techni- 
cally, it is often less difficult to do a pneumonectomy. 

No drainage is used in cases of pneumonectomy 
and lobectomy of the upper lobe, since there is no 
method of immediately obliterating the pleural 
space. Two grams of sulfanilamide and from 150 to 
200 c.c. of chloroazodin (1 to 3,300) in sodium 
tetradecyl sulfate (1 to 500) are placed in the pleural 
cavity for bactericidal effect. The same drugs and 
solutions are placed in the pleural cavity when a 
lobectomy of the lower lobe is done, even though it 
is drained. If the remaining lobes are freed com- 
pletely from the parietal pleura, the pleural space 
can be obliterated quickly by the use of a low 
negative pressure suction apparatus. Obliteration 
of the pleural space usually will prevent both 
pyogenic and tuberculous infections. It also offers 
some assurance against opening of the bronchial 
stump. 

Ether or gas, or oxygen and ether (given intra- 
tracheally) is preferred for the anesthesia. One must 
try to prevent the aspiration of secretions into the 
other parts of the lung. After operation the patients 
are given carbon dioxide inhalations and encouraged 
to cough and move frequently in order to forestall 
pulmonary complications. The patients receive 500 
c.c. of whole citrated blood 24 hours before opera- 
tion and from 500 to 1,000 c.c. of blood during the 
operation. They are placed in an oxygen tent 24 
hours postoperatively. 

The necessity or desirability of thoracoplasty 
following pulmonary resection must be considered 
seriously. Overdistention of the remaining pul- 
monary tissue might encourage activation of a lesion 
in a remaining diseased lobe, whereas with thora- 
coplasty it is well known that collapse of the apical 
region brings about relaxation throughout the whole 
chest and favors continued healing of any remaining 
diseased area. On the other hand, it should be 
clearly recognized that the best results from lobec- 
tomy in tuberculosis will come from treatment of 
early or minimal lesions. Lee Putten, M.D. 


Smyth, C. J., and Billingslea, T. H.: The Treatment 
of Lung Abscesses with Penicillin. J. Am. M. 
ASS., 1945, 129: 1005. 

Cases of lung abscesses treated with penicillin 
previously reported are reviewed and 4 new cases, 
which the authors observed during the past 20 
months, are reported. 

Thirty-one cases of lung abscesses treated with 
penicillin had been found in the literature, of which 
13 were cured, 8 improved, and 10 showed no im- 
provement. A table. summarizing these cases and 
including most of the pertinent data presented in the 
original report is given. 


The 4 patients with lung abscesses who were 
observed by the authors made satisfactory recovery 
following the long continued intramuscular admin- 
istration of penicillin. A summary of these 4 cases 
is given. 

From the authors’ experiences and the reports of 
others, it seems probable that many acute lung 
abscesses may be cured by this means. In the chronic 
cases of lung abscesses in which there is adequate 
drainage through a bronchus, it would appear that 
recovery may be expected with the use of penicillin 
alone if it is administered a sufficient length of time. 
In the cases of chronic lung abscesses which do not 
communicate with a bronchus to allow free drainage, 
surgical intervention will probably be required. The 
authors predict that if lung abscesses are recognized 
early and treated vigorously with penicillin it can 
reasonably be expected that the mortality and mor- 
bidity from this disease will further decrease. 

Emit C. RositsHEK, M.D. 


Poppe, J. K.: Limitations of Penicillin in Em- 
pyema. J. Am. M. Ass., 1945, 129: 435. 


Penicillin has undoubted value in preventing 
empyema when it is administered in large quantities 
during the incipient stages, before frank pus has 
formed. This is true especially of postpneumonic 
pleural effusions of the pneumococcic type. Peni- 
cillin is also of value in cases of potential contamina- 
tion of the pleural space followingsurgical pulmonary 
resection and traumatic injuries of the lung. 

The period of greatest value, however, appears to 
be during the incipient stages of the infection, prefer- 
ably even before a pleural effusion has developed. It 
is also valuable during the developmental stages of 
a pleural effusion when the fluid remains thin and 
clear with relatively few pus cells and a sterile 
culture. The formation of fluid and positive cultures 
should decrease rapidly within a few days if the 
penicillin treatment is to be successful in pre- 
venting an empyema. The best results seem to be 
obtained by a combination of parenteral and intra- 
pleural administration of the penicillin, with emphasis 
placed on the parenteral route. Intrapleural ad- 
ministration alone has not proved adequate. The 
use of penicillin to avoid drainage of a collection of 
thick intrapleural pus appears to represent poor 
judgment and undue optimism. Admittedly, the pus 
can be rendered permanently sterile in a certain 
number of cases, with tremendous doses of penicillin 
carried out over a long period of time at great ex- 
pense to the patient for both the penicillin and 
hospitalization. The most discouraging part of such 
treatment is the tendency toward an unsatisfactory 
result, even after the time, effort, and money have 
been expended. 

A trial of 2 or 3 weeks with daily penicillin dosages 
of over 100,000 units plus intrapleural injections of 
penicillin in the presence of a pleural effusion seems 
sufficient in most of these cases of potential empyema. 
By the end of this time either the infection should be 
completely cured, or the empyema drained if signs 
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and symptoms of intrapleural infection persist. 
More than a week of hospitalization will still be re- 
quired after the penicillin has been stopped in order 
to watch for latent empyema of which the symptoms 
have been masked by the penicillin action. Fifty- 
three per cent of Poppe’s cases represent recurrences 
which developed 1 or 2 weeks after the penicillin 
was stopped. 

A sterile, dry, nontoxic empyema cavity following 
the administration of large quantities of penicillin 
over long periods of time represents one of the most 
difficult problems. It simulates the unexpandable 
lung familiar to those dealing with tuberculous 
pleural effusions associated with artificial pneu- 
mothorax. 

The author’s experience with penicillin in over 150 
carefully evaluated cases of pulmonary infections of 
all types, including empyemas, lung abscesses, and 
bronchiectasis, has shown that penicillin does not 
alter the surgical principles of treatment in any way. 
Pus must be drained after it is definitely established, 
and chronically diseased tissue which is irreversibly 
damaged and replaced by scar tissue must be excised. 

Patients who have been “‘cured” of their empye- 
mas by penicillin should be carefully observed for 
at least a two weeks’ period for a possible recur- 
rence. Any toxic or nontoxic turbid pleural effusion 
containing polymorphonuclear cells following a pyo- 
genic infection treated with penicillin should be 
surgically drained, even though the pus is sterile on 
culture. STEPHEN A. ZreMAN, M.D. 


Qvist, G. : Indications for Surgery in Penetrating 
Chest Wounds. Brit. M. J., 1945, 2: 521. 


The most important object in the treatment of 
injuries involving the pleura is early pulmonary 
re-expansion. By this means pleural infection will be 
limited and respiratory efficiency restored. The 
evidence, however, suggests that the prognosis of 
penetrating wounds is influenced as much by the 
condition of the lung as by that of the pleura. 

Expansion of the lung is slower after penetrating 
wounds than after nonpenetrating wounds, irrespec- 
tive of the presence of infection. In both hemothorax 
and hemopneumothorax, pulmonary re-expansion is 
less rapid after penetrating wounds. In total hemo- 
pneumothorax the prognosis is good in the case of 
nonpenetrating injuries, but after penetrating wounds 
the chances of persistent pulmonary collapse are high 
even in the absence of infection. This is the type of 
case which most frequently calls for surgical evacu- 
ation of the pleural hematoma. In most cases this 
difference is due to pulmonary injury which is not 
always recognized and treatment directed to the 
pleura alone will not always result in re-expansion of 
the lung. Difficulty in resolution of the hemopneu- 
mothorax nearly always means pulmonary injury 
with bronchopleural fistula. 

The prognosis of penetrating wounds, moreover, is 
worse than that of nonpenetrating injuries because 
pulmonary re-expansion is slower and pleural infec- 
tion is more likely. Elimination of the pleural space 


is of such significance that it is reasonable to regard 
early pulmonary re-expansion as even more impor- 
tant than avoidance of infection. The former is a 
more useful means of promoting the latter, and the 
prognosis of localized basal empyema is much better 
than that of persistent total hemopneumothorax, 
even if the latter remains sterile. 

Pulmonary contusion and laceration, on the other 
hand, are important causes of delayed expansion of 
the lung and are nearly always found in the condi- 
tion of unresolved hemothorax. 

Penetrating wounds of the upper lobe have the 
worst prognosis and are nearly always present with 
total or apical unresolved hemothorax. If this per- 
sists for more than two weeks, surgical evacuation is 
indicated in all cases except those of basal hemo- 
thorax. 

The main principles of treatment of penetrating 
wounds, therefore, are early elimination of pneumo- 
thorax and hemothorax and early surgical débride- 
ment of large wounds of the lung and pleura. 

STEPHEN A. ZIEMAN, M.D. 


HEART AND PERICARDIUM 


Trent, J. C.: Surgical Therapy on the Patent Duc- 
tus Arteriosus; Report of 5 Cases. Arch. Surg., 
1945, 51: 106. 


A patent ductus arteriosus is a constant threat to 
life if allowed to persist. The early diagnosis of un- 
complicated patent ductus arteriosus is important, 
therefore, and can be made in almost 100 per cent of 
the cases if the following criteria are present: (1) ma- 
chinery murmur; (2) thrill in the pulmonary area; 
(3) enlarged pulmonary artery; (4) enlarged and pul- 
sating pulmonary vessels; (5) enlarged heart; (6) in- 
creased pulse pressure; (7) stunting of growth; (8) ab- 
sence of cyanosis and clubbing of fingers; (9) normal 
electrocardiogram, and (10) a history of heart 
disease from early childhood. Not all these criteria 
may be present in every case. 

The presence of a machinery murmur is listed by 
most observers as essential for the diagnosis. Al- 
though in rare instances the diagnosis may be made 
without it, such diagnoses remain open to question 
until proved by autopsy or operation. 

Surgical therapy is not applicable in all cases of 
patent ductus arteriosus. As a rule, only in those 
cases in which the patent ductus is uncomplicated by 
= serious developmental defects is ligation suit- 
able. 

All methods employed to date, short of complete 
division of the ductus, are attended by a certain 
number of recurrences. Simple ligation with silk, 
wrapping the ligated duct with cellophane in the 
hope that the fibrosis thus promoted may cause per- 
manent obliteration of the lumen, ligation, and divi- 
sion of the ductus, each has its good points and 
hazards. 

Ligation of the duct with cellophane offers the saf- 
est and most efficient method of occlusion. Hence 
prophylactic ligation of the uncomplicated patent 
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ductus arteriosus by qualified surgeons offers the 
possibility of a normal life expectancy to many 
patients who otherwise have little hope of living 
beyond the age of forty. SrepHen A. Zreman, M.D. 


ESOPHAGUS AND MEDIASTINUM 


McHenry, L. C.: Benign Esophageal Strictures. J. 
Oklahoma M. Ass., 1945, 38: 460. 


Benign esophageal strictures are caused primarily 
by cicatricial contracture of the esophageal wall as a 
result of injury and healing processes. These injuries 
are caused most frequently by corrosive chemicals, 
at times by foreign bodies, by instrumental trauma, 
by ulceration from severe infections such as typhoid 
fever, and by peptic ulcer. Household lye, which is 
composed of g5 per cent sodium hydroxide, is by far 
the most common causative agent. Small children 
attempt to drink such solution or find the dry pow- 
der and mistake it for sugar. Adults at times ingest 
these caustive substances by mistaking them for 
some medicament and at times attempt suicide by 
purposeful ingestion. First aid measures, such as 
dilute vinegar or lemon juice with large amounts of 
water, must be administered very quickly to limit 
appreciably the extent of the injury. By the time the 
doctor sees the patient the damage has already been 
done. Immediate treatment can then be only pallia- 
tive and supportive. Under proper care the patient 
may get along fairly well for from two weeks to two 
months when swallowing becomes more difficult or 
even impossible because of secondary closure of the 
esophageal lumen. The ulcerations may be healing 
and the closure be caused by fibrosis and contracture. 
Secondary infection may have caused increased 
swelling, granulations, and even further extension of 
the tissue damage. This will, of course, eventually 
result in more extensive fibrosis as healing occurs. 

Treatment must be directed first toward preserv- 
ing the life of the patient, second toward maintain- 
ing his general state of health so that he may heal his 
lesions, third toward maintaining a patent esopha- 
geal lumen, and last toward restoring this lumen to a 
size compatible with relatively normal esophageal 
function. 

If the patient is in shock he must be treated gener- 
ally for shock as in any serious injury. Parenteral 
fluids are usually necessary to maintain fluid balance 
and prevent acidosis. If there is definite laryngeal 
obstruction tracheotomy may be necessary. The use 
of gentle mechanical suction to remove profuse se- 
cretions from the mouth and throat is very helpful. 
Keeping the mouth clean not only makes the patient 
more comfortable but helps prevent stagnation of 
infected mouth secretions. Measures such as peni- 
cillin and the sulfonamides to prevent secondary 
infection are of definite value. If the patient does 
not begin to swallow liquids within a very few days 
the performance of a gastrostomy will make possible 
the maintenance of nutrition. 

If the patient can be persuaded to swallow a 
thread and to let the thread remain in place he will 


never develop complete occlusion of his esophagus. 
Attempts to keep the esophageal lumen open by the 
use of catheters, Levine tubes, or bougies during the 
stage of acute ulceration are at times successful, but 
they are dangerous and add an element of trauma 
to the pathology already present. 

Estimation of the degree of damage to the esopha- 
gus and of the extent of healing is made by x-ray 
study and by esophagoscopy. The latter must be 
done very cautiously and usually only the most 
proximal portion of the involved area can be 
visualized. : 

Once the ulcerations are healed or nearly healed, 
the problem of obtaining and maintaining an ade- 
quate esophageal lumen must be considered. 

Dilatation of the strictured esophagus is obtained 
by passing bougies through the esophagus in grad- 
ually increasing sizes. Eventually almost all cases 
can be restored to practical function. Except for 
very mild injuries a lumen of normal size and flexi- 
bility is rarely attained. There are several methods 
of dilatation commonly used. The most easily used 
is simple peroral passage of bougies made for use in 
the esophagus. It is rightly called “‘ blind bouginage”’ 
in that the operator cannot see that the bougie is 
engaged in the lumen of the stricture. There is usu- 
ally a dilated area above the stricture and this is 
often sacculated with the small lumen lying on the 
side wall of the sacculation. A blindly inserted 
bougie is apt to impinge on the thin wall of the saccu- 
lation rather than enter the lumen, and if an appre- 
ciable amount of force is used perforation will result. 
This method is the least effective and the most dan- 
gerous of any under consideration. Peroral passage 
of bougies through an esophagoscope is used in 
clinics where facilities and trained personnel are 
available to perform frequent esophagoscopies. A 
method used almost entirely in several excellent 
clinics is the passage of bougies over a string which 
the patient has swallowed. If sufficient string is 
swallowed to pass well into the small intestines it 
may be drawn sufficiently taut so that a bougie 
passed downward over it will be certain to engage 
in the lumen of whatever passage is present through 
the esophagus. The fourth method of dilatation 
was devised by Gabriel Tucker and is known as 
retrograde bouginage; it necessitates a large gastros- 
tomy. The patient wears the string continually, one 
end being brought out through the abdominal wall, 
the other through the nose and the ends tied 
together. 

The authors advocate early gastrostomy when the 
patient cannot or will not swallow a thread. It 
allows early feeding of a seriously injured patient 
and the maintenance of a favorable state of nutri- 
tion. Freeing the injured esophagus from the irrita- 
tion of the necessary passage of food allows earlier 
healing of the local lesions. Lastly, it enables the 
surgeon to use the most effective and least dangerous 
of the methods of dilatation. 

The authors have studied the records of 52 pa- 
tients who have suffered burns of the esophagus. 
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There were no patients under 1 year of age. Over 
one-half of the patients were 3 years of age or 
younger. Gastrostomies were performed upon 38, 
and 21 were treated by direct bouginage only. Usu- 
ally the bougie was passed through a laryngoscope or 
esophagoscope with visualization of the proximal 
stricture. Frequently, after initial visualization of 
the stricture, simple blind bouginage was employed. 
Seventeen patients were treated by retrograde dilata- 
tions only. Eleven patients were treated by both 
methods. Three of the series had no dilatations. 
Many of the patients are treated over long periods 
of time, the average for the series being just over 
forty months. The longest period of treatment was 
eleven years. Eleven patients, just over 21 per cent 
of the series, died from various causes while under 
observation. Eight patients, 15.3 per cent, died of 
perforation of the esophagus by bougies. Four of 
these were perforated on the first attempt to get a 
bougie through their esophagus. The authors be- 
lieve that at least a portion of this mortality might 
have been prevented if early gastrostomies had been 
done and no attempt made to dilate the esophagus 
until healing of the ulcerations had taken place. 
Approximately 75 per cent of the patients are 
eventually relieved of their obstructive symptoms. 
They lead normal lives and, except that they must 
be very careful to masticate their food thoroughly, 
get along very well. Josepu K. Narat, M.D. 


Abbott, O. A.: Abnormal Esophageal Communi- 
cations; Their Types, Diagnosis, and Therapy. 
J. Thorac. Surg., 1945, 14: 382. 


Abnormal, acquired fistulous communications may 
occur from the esophagus into the bronchial tree, 
pleural cavity, mediastinum, pericardium, and more 
remote tissue spaces. The etiology of such conditions 
depends upon the same factors which may cause 
fistulas elsewhere, namely, malignant tumors, in- 
flammatory diseases, trauma, and possibly predispos- 
ing congenital abnormalities. Carcinoma of the 
esophagus and bronchial tree, and malignancies of 
neighboring structures such as the thyroid and 
mediastinal glands constitute the most frequent 
cause of esophageal fistula formation. A fistula may 
develop in conjunction with an esophageal diver- 
ticulum. Such a diverticulum is most likely to be 
of the traction or acquired type, so that the diver- 
ticulum itself plays a secondary réle in the actual 
etiology. The types of trauma which are found re- 
ported include gunshot wounds, the ingestion of 
sharp objects, crushing injury to the chest, penetra- 
tion by bone fragments, and surgical procedures, 
such as bougie dilatation, esophagoscopy, and anas- 
tomoses. 

An esophageal fistula presents a serious hazard to 
the patient’s life but not necessarily a hopeless one. 
The author’s report adds 6 permanent closures to the 
15 previously recorded. Two unusual cases of esopha- 
gopericardial fistulas are included in the reports. 
Another case, in which a fistula between the esopha- 
gus and the trachea occurred in association with 


Hodgkin’s disease, is described, and in this the com- 
munication was successfully treated. 

The history of choking paroxysms on the ingestion 
of fluids is the most dramatic and suggestive diag- 
nostic symptom, especially when it occurs in rela- 
tion to fluids rather than solids. The latter may 
easily slip past a relatively small aperture. Dys- 
phagia is a frequent precursor of the complication. 
The patient may describe the ability to swallow 
fluids without discomfort when in certain positions. 
The diagnostic measure of greatest value consists of 
x-ray visualization of the fistula, preferably with 
iodized oil to prevent barium irritation of the lung 
parenchyma. Considerable difficulty may be en- 
countered in trying to visualize these communica- 
tions directly with the aid of the esophagoscope, but 
the instillation of methylene blue within the esopha- 
geal lumen followed by bronchoscopic examination 
can be a helpful measure. In cases wherein the fis- 
tula empties into the pleural cavity or through this 
route to the body surface, one should look for the 
presence of food particles, yeast cells, or the appear- 
ance of ingested dyes. 

The fundamentals of therapy are, first, the main- 
tenance of nutrition, and, second, appropriate drain- 
age. Many fistulas will disappear spontaneously 
under this management provided the etiology is non- 
cancerous. Specific local therapy may consist of 
topical applications or a direct surgical approach. 
The question of when to resort to usual nasal tube 
feedings and when to resort to gastrostomy may be 
a vital one. It would appear that a primary trial on 
nasal tube nutrition is indicated in all instances if a 
tube can be passed. From the frequency with which 
coughing paroxysms may be initiated on each gas- 
trostomy feeding, the advisability of jejunostomy is 
suggested as a preferable procedure in some cases. 
This is more mandatory when the lesion is low in the 
esophagus or at an esophagogastric anastomosis. 

In view of the 1 successful result noted and 4 
others mentioned in the literature, topical applica- 
tion of a strong cauterizing agent should be given a 
trial in esophagobronchial fistulas not secondary to 
malignancy. Should all other measures fail and sur- 
gery appear to be indicated, then jejunostomy 
should be instituted along with satisfactory thora- 
cotomy drainage at the time of repair. In lesions 
secondary to tuberculosis, the outlook is extremely 
poor. In view of the secondary invading organisms, 
open drainage appears mandatory, and this should 
be done anteriorly to allow subsequent thoracoplastic 
measures as a means of fistula closure. Furthermore, 
in consequence of the chronicity of these lesions, 
gastrostomy or jejunostomy should be an early con- 
sideration. Josern K. Narat, M.D. 


Boros, E.: Carcinoma of the Esophagus. A Survey 
of 332 Cases. Gastroenterology, 1945, 5: 106. 


Carcinoma of the esophagus is one of the most 
common of all malignant diseases. The tumor is in- 
variably primary, and is most frequently found in 
the male, perhaps because of the greater use of 
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alcohol?and tobacco. It is a disease of midlife, al- 
though cases of persons aged 19 as well as go have 
been reported. 

Analysis of the types of cells constituting the 
tumor showed them to be squamous carcinomas 
(78%), adenocarcinomas, and undifferentiated car- 
cinomas. On gross examination the tumor can be 
differentiated into scirrhous, medullary, and papil- 
lary types. 

Unfortunately, subjective as well as physical evi- 
dence of the presence of an esophageal tumor does 
not become manifest early. The symptoms are ob- 
scure until considerable growth has occurred, and 
loss of weight and strength are little manifestations. 
Obstructive features often bring to light the nature 
of the silent process. Glands in the neck may be the 
first signs, and esophagoscopy should be performed 
when a doubt exists, but unfortunately the results 
of the examination are not always satisfactory. 

The most prominent symptoms in the order of 
frequency are dysphagia, pain, weight loss, vomit- 
ing, hoarseness, bleeding, and coughing. 

While the outlook for the patient with esophageal 
carcinoma is practically hopeless, impetus in the 
direction of surgical management has been forth- 
coming. Boros summarizes the operative treatment 
of 7 patients on whom a total extirpation was at- 
tempted. The lesions, however, were found to be 
inoperable. Gastrostomy was performed on another 
group of 168 patients, whose subjective complaints, 
such as swallowing, were relieved, but no prolonga- 
tion of life was obtained. The mortality was 25 per 
cent, and it was questionable how much real benefit 
was obtained from the operation. 

Dilatation of the narrowed esophageal lumen has 
given satisfaction, and its mortality is low. Dilata- 
tion with the Plummer dilator accomplishes the de- 
sired end of enabling the patient to eat and carries 
little attendant risk. 

Among the 80 patients subjected to intensive radi- 
ation therapy in this series only occasional improve- 
ment in deglutition was observed. The improve- 
ment, however, was not sufficient to warrant the 
inference that such could be expected with any 
measure of certainty as a consequence of the treat- 
ment. For the most part there was but little gross 
change, and the tumor mass showed no signs of 
shrinkage when compared with the esophagoscopic 
observations made before treatment. On the con- 
trary, congestion and edema became more pro- 
nounced. The length of life of the patient after radi- 
ation therapy ranged from 1 to 11 months, 

In spite of everything so far devised, carcinoma of 
the esophagus is practically always fatal, and the 
results of surgery have been almost uniformly bad. 

STEPHEN A. ZIEMAN, M.D. 


Norris, T. St.M.: Through-and-Through Bullet 
Wounds of the Mediastinum with Recovery. 
Lancet, Lond., 1945, 249: 464. 


Three cases of through-and-through bullet wounds 
of the mediastinum are presented from a series of 11 


penetrating wounds of the chest. One of the 11 
patients died, but not 1 case of hemothorax became 
infected. It is interesting to note that all of the 
cases except 1 were seen within a few hours of injury. 

Case 1 presented a through-and-through bullet 
wound of the chest. Serum was given by intravenous 
drip. On the seventh day, a roentgenogram of the 
chest showed a right hemothorax and a hemoperi- 
cardium. Aspiration of the pericardium was per- 
formed and only a small quantity of partially clotted 
blood was obtained. The patient was out of bed on 
the twelfth day. He was evacuated on the twenty- 
fifth day. Three weeks after the injury a roentgeno- 
gram showed the heart shadow to be normal and the 
lung fields clear. 

Case 2 presented 2 through-and-through bullet 
wounds of the chest. The patient’s general condition 
was grave. A blood transfusion was given. Ex- 
amination revealed a right hemothorax. A needle 
was passed into the right chest on the eleventh day 
and 30 ounces of sterile fluid blood were aspirated. 
Fifteen ounces of sterile fluid were aspirated on the 
fourteenth day. The patient was evacuated on the 
seventeenth day. Two months after injury, it was 
reported that the patient’s right lung had expanded 
fully. 

In case 3 the patient had been wounded 7 days 
previously. He had hemoptysis and had been given 
sulfonamides by mouth. He had a through-and- 
through bullet wound of the chest. There was a 
large right hemothorax, which was aspirated. The cul- 
tures were sterile. He was evacuated 16 days fol- 
lowing injury and g days after admission to the 
hospital. 

These cases were treated conservatively. When 
intrathoracic hemorrhage occurred the patients were 


not operated on for at least a week. The patients - 


were not moved during the first 48 hours, being left 
in bed in the clothes in which they arrived. They 
were given sufficient morphine to make them apa- 
thetic during this period. Fluids were given liberally 
by mouth. Penicillin was given intramuscularly, 
20,000 units every three hours. When operation of a 
hemothorax was carried out, 40,000 units of penicillin 
in 20 c.c. of saline solution were injected into the 


pleural cavity. Only small amounts of intravenous - 


therapy were given. 
RICHARD J. BENNETT, JR., M.D. 


Humphreys, G. H., and Southworth, H.: Aplastic 
Anemia Terminated by Removal of a Medi- 
astinal Tumor. Am. J. M. Sc., 1945, 210: 501. 


With the exception of tumors of aberrant para- 
thyroid tissue and those arising from the thymus 
there are no known mediastinal tumors which have 
general effects. Only a few tumors apparently as- 
sociated with anemia, because they influence either 
the formation or the destruction of blood, have 
been reported. 

The 58 year old patient in the case reported by 
the authors had a mediastinal tumor which had been 
present for a number of years; it had resisted radio- 
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therapy, but showed no signs of malignancy. Dur- 
ing a considerable period of observation, the patient 
suffered from a profound depression of erythrocyte 
formation, although leucocytes of bone marrow ori- 
gin were never deficient in number. The red cells 
present were not abnormal in size or shape, and there 
was no evidence at any time of chronic blood loss or 
abnormal erythrocyte destruction. During this peri- 
od of anemia, reticulocytes were never found on any 
attempt, except twice when isolated ones were seen 
within 48 hours of large transfusions. All of the 
usual therapeutic measures to stimulate red cell 
formation were without effect. The patient was 
maintained with transfusions of whole blood and 
saline suspensions of erythrocytes for 22 months. 
The mediastinal tumor was removed without diffi- 
culty, and the patient made an uncomplicated re- 
covery. 

Following removal of the tumor, a sharp reticulo- 
cytosis occurred with a resultant restoration of the 
erythrocyte count to normal, where it remained for 
a year after operation. During this period the pa- 
tient acted on one occasion as a donor for a trans- 
fusion, following which her reticulocytes responded 
normally and her blood count was not conspicuously 
affected. Ten months after operation she developed 
an abscess in the thigh which required drainage and 
healed slowly. A year after operation, before the 
abscess had healed completely, the patient rather 
suddenly developed acute ascites and jaundice, went 
into coma, and died. Autopsy showed widespread 
hemochromatosis and no evidence of reappearance 
of the original tumor. The nature of this tumor re- 
mains in doubt, although a thymic origin was sug- 
gested. Josern K. Narat, M.D. 


MISCELLANEOUS 


Samson, P. C., Burbank, B., Brewer, L. A., III, and 
Burford, T. H.: Immediate Care of the Wound- 
ed Thorax. J. Am. M. Ass., 1945, 129: 606. 


A rational plan has been adopted for the early 
preoperative care of the severe thoracic casualty, 
which program is applicable to the thoracic injuries 
and wounds which may be encountered in civil and 
industrial practice. 

Adequate resuscitation is a necessary preparation 
for surgery or for transportation. Unless hemorrhage 
or the urgency of other wounds dictates early surgi- 
cal intervention, the majority of serious thoracic 
casualties will be greatly benefited if they are not 
rushed to the operating tables, because patients with 
extensive contusions of the lungs or heart are poor 
risks and surgery in these patients should be de- 
layed whenever possible. 

The methods of resuscitation are: (1) restoration 
of normal thoracic physiological conditions including 
the control of pain and the treatment of hemothorax, 
anoxia, and pressure pneumothorax, (2) fluid -re- 
placement; and (3) the early prevention of infection. 
Oxygen should be freely used before cyanosis de- 
velops in any patient who is restless or dyspneic 
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or whose pulse remains elevated. Caution should be 
observed in the administration of morphine. Im- 
proving thoracic dysfunction consists of nerve block 
for the control of pain, thoracentesis and water trap 
catheter drainage for intrapleural pathological 
changes, and mechanical suction (catheter aspira- 
tion, bronchoscopy) for the removal of excessive 
bronchial fluids. Emit C. RositsHek, M.D. 


Berk, M.: Cardioesophageal Relaxation. Gasiro- 
enterology, 1945, 5: 290. 


Cardioesophageal relaxation, or incompentency of 
the cardiac sphincter, is an abnormality in which 
contents from the stomach regurgitate freely and 
passively into the esophagus, and may be looked 
upon as a direct antithesis of achalasia (cardio- 
spasm). Although it can be recognized by means of 
x-rays, and though in itself is apparently not a 
clinical entity, it nevertheless assumes importance 
in its differentiation from other conditions occurring 
in the terminal esophagus. It frequently gives rise 
to symptomatology distressing enough to require 
medical attention. 

In patients observed by Robins and Jankelson the 
lower 1 to 3 inches of the esophagus was found to be 
dilated. These authors classified the dilatation into 
two types, tubular and globular, according to the 
degree of reflux, its duration, and possibly on the 
gastric tone or intragastric pressure. They divided 
their cases into three groups according to the im- 
portance of the condition: (1) those with demonstra- 
ble gross pathological changes within the gastroin- 
testinal tract, (2) those with pathological changes 
outside of the gastrointestinal tract, and (3) those 
with only functional disturbances. The third group 
was termed “pure” cases of cardioesophageal relaxa- 
tion. All of the patients were considered unstable, 
being classed as psychoneurotic. In general this 
group was characterized by hypochlorhydria, and 
the x-rays revealed hypertonicity of the stomach 
with moderate pylorospasm. No reverse peristalsis 
was seen. 

Two theories as to the explanation of the phe- 
nomenon of cardioesophageal relaxation may ex- 
plain the reflux of barium into the esophagus. First, 
there is an increase in intragastric pressure due to 
hypertonicity or hyperperistalsis with equal pressure 
on both openings. The weaker or cardiac sphincter 
will give way, with reflux of the gastric contents into 
the esophagus. When the tension is relieved, the 
liquid reflux will return to the stomach aided by 
esophageal peristalsis and its own weight. The sec- 
ond theory has to do with a disturbance in balance 
of the autonomic nervous system. 

The author reports the case of a 47 year old male 
who gave a history of stomach trouble since 1917 and 
complained of epigastric distress. The patient’s 
complaints consisted of intermittent episodes of full- 
ness after meals, belching, pyrosis, nausea, regurgi- 
tation, and rare vomiting. He complained of no true 
abdominal pain. Relief from his symptoms would 
come principally from belching, regurgitation of 
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small amounts of liquid food, and the use of alka- 
seltzer. Most important of all, he found that when 
he took the upright position and walked around he 
would nearly always obtain relief. In addition he 
began to note during the past few years that when 
he ate solid foods he would frequently have the sen- 
sation that they had been obstructed’ at the region 
of the lower sternum. 

Cholecystograms, gastrointestinal series, and fluor- 
oscopic observations revealed no gross pathology to 
be present. Films taken in the recumbent position 
presented a globular mass of barium just above the 
cardia in the region of the lower esophagus. In the 
supine and Trendelenburg positions a portion of the 
barium was seen to roll back into the esophagus and 
extend as high as the upper third of the latter. In 
addition, barium was observed to pass to and fro 
within the esophagus, according to the phase of res- 
piration. When the patient was placed upright the 
meal was seen to flow back into the stomach. 

An esophagoscopic examination revealed that the 
esophagus was dilated and flabby. Without meeting 
the least resistance the instrument could be pro- 
pelled forward into the stomach. There was no true 
hiatus hernia. 

A diagnosis of cardioesophageal relaxation was 
made. An attempt was therefore carried out to 
stimulate the smooth muscle tone by the use of 
physostigmine and prostigmine, given both orally 
and parenterally, without any apparent benefit. Ad- 
ditional drugs which proved ineffective, were dilute 
hydrochloric antacids and belladonna. The regimen 
which seemed most beneficial was to have the pa- 
tient eat a light meal several hours before bedtime 
and remain erect during that time. 

The importance of cardioesophageal relaxation is 
its possible confusion with other more significant 
lesions occurring about the terminal esophagus. In 
fluoroscopic examination, particularly in the erect 
position, the esophagus appears normal in all re- 
spects, except possibly for the normal lack of delay 
at the epicardia. If fluoroscopic examination is nega- 
tive in the erect position and a globular or tubular 
shadow of barium is seen just above the stomach on 
the immediate films in the supine position, cardio- 
esophageal relaxation should be suspected. 

LEE Putten, M.D. 


Paine, J. R., and Plankers, A. G.: A Review of 
Patients with Intrathoracic Disease and Injury 
Treated on the Surgical Service of a United 
States Army General Hospital in North Africa. 
Surgery, 1945, 18: 401. 

Of 81 patients admitted to the Chest Division of 
the Surgical Service of a United States Army Gen- 
eral Hospital during the period of its operation in 
North Africa during the spring, summer, and fall of 
1943, 66 were battle casualties. The hospital in- 
stallations were in Nissen huts and tents. Until the 
end of the Tunisian Campaign this hospital was the 
most forward of any of the American general hos- 
pitals in North Africa. Even at the busiest periods, 


however, the hospital was not called upon to give 
primary surgical treatment to any battle casualties 
except in a few isolated instances. 

The report concerns only those patients with in- 
trathoracic disease or injuries involving the thoracic 
cavity, and there was only 1 death during operation, 
that of a patient with mediastinal teratoma. The 
treatment of patients with intrapleural accumula- 
tions of blood or bloody fluid was accomplished by 
repeated thoracentesis. Seventeen patients had been 
subjected to primary major surgical procedures at 
more forward hospitals; only 1, however, was so 
treated at this hospital. Twenty-six patients had 
metallic foreign bodies retained within the chest, but 
none was operated upon at the hospital. Twenty-five 
per cent of all patients with intrathoracic wounds or 
injuries were returned to duty after their stay. at 
the hospital, and one patient with an organizing 
intrapleural hematoma was successfully operated 
upon with gratifying immediate results. 

STEPHEN A. ZIEMAN, M.D. 


Harrington, S. W.: The Surgical Treatment of the 
More Common Type of Diaphragmatic Hernia. 
Ann. Surg., 1945, 122: 546. 


In the author’s experience with 404 cases of 
diaphragmatic hernia the most common types 
which require surgical treatment, in order of fre- 
quency, are esophageal hiatus hernia; hernia due to 
trauma, indirect or direct, or to inflammatory ne- 
crosis; absence of a portion of the diaphragm; hiatus 
pleuroperitonealis hernia; and hernia through the 
foramen of Morgagni. 

Each of these various types of diaphragmatic 
hernia presents different clinical manifestations and 
requires different methods of surgical treatment. 
Some of the more important clinical and surgical 
aspects of these different types are considered in the 
original article. 

The clinical syndrome of diaphragmatic hernia 
may be divided into two main types. The first 
occurs in cases in which the stomach is the only 
abdominal organ involved in the hernia. The symp- 
toms are those of intermittent and usually progres- 
sive incarceration and obstruction of the stomach. 
The most common type of diaphragmatic hernia in 
which the stomach is the only abdominal viscus in- 
volved is through the esophageal hiatus. However, 
this type of hernia may contain various portions of 
the omentum, according to the amount of stomach 
involved in the hernia. Inasmuch as this type is 
progressive, the entire stomach may become involved 
in the hernia, and the colon may also become in- 
corporated in the hernial sac because of its attach- 
ment to the greater curvature of the stomach. More 
rarely the spleen may become involved because of its 
attachment to the cardia of the stomach. In the 
cases in which the colon is involved, there may be 
additional symptoms of partial or complete intestinal 
obstruction. 

The second type is found in the cases in which 
multiple abdominal viscera are involved in the 
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hernia. The hernia is usually of traumatic origin and 
is caused by laceration of a normal diaphragm. 
However, it also may be of congenital origin and 
may result from congenital structural deficiency of 
the diaphragm. The symptoms are more varied and 
severe than those in the first type because of the 
multiple structures involved, and they are often 
more acute in onset. The initial symptoms may be 
those of acute intestinal or gastric obstruction, or 
severe hemorrhage. 

In the treatment of all hernias that have occurred 
through the left portion of the diaphragm, the 
author prefers the abdominal approach by means of 
an oblique left rectus incision, starting at the ensi- 
form cartilage and extending to the outer border of 
the rectus muscle. He believes there is less risk of 
thoracic complications when this approach is used. 
It is of particular advantage in cases of esophageal 
hernia, for the herniated stomach is usually con- 
fined in a sac in the posterior part of the mediastinum 
and does not enter the true pleural cavity. 

In the repair of hernias through the right portion 
of the diaphragm, the author prefers the thoracic 
approach because the large, right lobe of the liver 
makes the abnormal opening in the diaphragm inac- 
cessible from the abdominal approach. 

The technical difficulties of adequate exposure of 
the hernial openings through the left portion of the 
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diaphragm and the esophageal hiatus are often con- 
siderable because of fixation of the left lobe of the 
liver to the leaf of the diaphragm. The exposure is 
greatly facilitated by cutting the suspensory liga- 
ment and retracting the left lobe of the liver to the 
right. This can be accomplished, when the left lobe 
is small, by folding it on itself, and, when it is large, 
by retracting it forward into the wound. The spleen 
is often very adherent to the posterior part of the 
diaphragm and hernial openings, but usually can be 
separated from these structures by blunt dissection. 
In some instances the spleen has been so traumatized 
by the injury, and so bound into its abnormal posi- 
tion by adhesions, that it cannot be separated from 
the hernial opening without seriously injuring it. 
This not uncommonly occurs in the traumatic types 
of hernia, and occasionally in esophageal hiatus 
hernia. In cases of this type splenectomy is nec- 
essary. 

Paralysis of the diaphragm, produced by tempo- 
rary or permanent interruption of the phrenic nerve, 
is of value as a procedure preliminary to radical 
operative repair of esophageal hiatus hernias. It is a 
necessary procedure in the surgical treatment of 
partial thoracic stomach resulting from a congeni- 
tally short esophagus. In some cases in which radical 
operative repair is contraindicated, it may be used 
as a palliative measure. 
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ABDOMINAL WALL AND PERITONEUM 


Gatch, W. D., and Montgomery, W. F.: External 
Hernias Containing Gangrenous Bowel. J. Am. 
M. Ass., 1945, 129: 736. 


A review of the reports on strangulated hernia 
published since 1913 shows that the results of treat- 
ing this condition are as poor now as they were then; 
in fact, the death rate is about as high today as it 
was in the days of preaseptic surgery. The plan of 
treatment described by the authors briefly consists 
of three parts: 

1. Incision of the hernial sac together with the 
gangrenous bowel within it. 

2. Deflation of the obstructed bowel with a Miller- 
Abbott tube down to the point where it is ob- 
structed at the hernial ring. This restores it to a 
healthy condition and permits giving the patient 
liquids and soft foods by mouth, which corrects 
starvation and dehydration. 

3. Laparotomy, done after the tube has been 
down for about a week (through a low paramedian 
incision), excision of the gangrenous bowel, and in- 
testinal anastomosis; plugging of the femoral ring 
with omentum stitched to it; and treatment of the 
abdominal wound with sulfathiazole after closure of 
the peritoneum. 

Three case histories are given. 

Emi C. RositsHek, M.D. 


Aird, I.: Acute Nonspecific Mesenteric Lympha- 
denitis. Brit. M.J., 1945, 2: 680. 


Although often described in British, American, 
and other medical literature, the author believes 
that acute nonspecific mesenteric lymphadenitis 
has found no general acceptance as one of the com- 
monest causes of acute abdominal pain in children 
and as an occasional puzzling affection of adults. 
Asa rule the term is omitted from the index and text, 
not only of surgical manuals but even of encyclopedic 
reference works, and there are hospitals in which all 
inflammatory enlargements of abdominal lymphatic 
glands are presumed to be tuberculous. If the con- 
dition is mistaken for acute appendicitis, as it fre- 
quently is, no great harm is done; it may be wise to 
sacrifice accuracy for safety. Material injustice may 
be caused, however, if the disease is wrongly labelled 
“tuberculosis;” the patient’s medical record is dis- 
torted, relatives are subjected to unnecessary 
anxiety, and the premium for a life insurance policy 
may be raised. 

As to the pathological features, the mesenteric 
glands—juxtaintestinal along the mesenteric attach- 
ment of the lowest few feet of ileum, intermediate 
along the ileal arteries, and terminal on the main 
superior mesenteric trunk—are discretely enlarged. 
The first or the last of these groups may be involved 
alone, or all three groups may suffer together. The 


anterior and posterior cecal and ileocolic glands may 
or may not be simultaneously affected. The juxta- 
intestinal glands are predominantly involved in 
early stages of the disease; early in an attack they 
may be pink in color, but usually they are found to 
be white. The intermediate and terminal glands are 
predominantly affected in later stages of the disease; 
they seem always to be white in color. The enlarged 
glands are soft and juicy at first, elastic later, and 
finally quite hard; it is uncertain whether calcifica- 
tion ever occurs in nontuberculous adenitis. The 
leaves of the mesentery, and, if the terminal superior 
mesenteric glands are involved, the adjacent peri- 
toneum of the posterior abdominal wall, may be 
congested. The peritoneum of the anterior abdomi- 
nal wall is nearly always unaltered. The ileum, and 
sometimes the cecum and appendix as well, may 
show serious hyperemia, and sometimes a palpable 
edema of the whole thickness of the bowel wall. 
This inflammatory appearance of the intestine is 
commonly found only during earlier attacks of the 
disease; it may affect a considerable length of lower 
ileum, or several discrete stretches of bowel, or only 
one short segment; or it may be restricted merely to 
palpable thickening of Peyer’s patches. Frequently, 
with or without an inflammatory appearance of the 
bowel, there is a small quantity of clear fluid free 
within the peritoneal cavity. 

The history is not particularly characteristic. The 
patients, more often male than female, are usually 
children beyond the years of infancy, but the con- 
dition has been recorded at 10 months and at 70 
years of age. The pain is essentially a general ab- 
dominal colic, often of extreme severity, and more 
intense and alarming than the initial colic of appendi- 
citis in childhood. Between spasms of colic there 1s 
entire freedom from pain. Even during the actual 
attack of pain the patient moves freely always, and 
violently sometimes, with a constant changing of 
position which would be unusual in acute appendi- 
citis. As in appendicitis, when the patient who has 
given a history of generalized abdominal pain is 
asked to indicate the site of most intense pain, he 
points to the right lower quadrant. In contrast to 
the patient with acute obstructive appendicitis, how- 
ever, he cannot locate the site of maximum pain 
precisely, but indicates an ill-defined area on the 
right side. Nausea, usually with vomiting, accom- 
panies one, at least, of the initial attacks. Diarrhea 
is exceptional. There has been quite often a recent 
sore throat or other upper respiratory infection. 

Clinical examination provides no more specific 
evidence than does the history. The patient may 
seem little affected, except by pain, or may be flushed 
and obviously feverish or pale; he.is seldom or never 
prostrated or ominously motionless. If taken early 
in an attack, the temperature is elevated to 101° or 
even substantially higher, and on the first day also 
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there is an almost invariable leucocytosis of from 
15,000 to 20,000, with 80 per cent or more of granu- 
lar cells. Asa rule the white count falls again on the 
second day—its elevation is quicker, higher, and 
shorter-lived than in acute appendicitis. A bright 
red pharyngitis is not an unusual concomitant of 
nonspecific mesenteric adenitis, but neither its 
presence nor its absence is highly significant. On 
abdominal examination, tenderness is elicited in 
the right iliac fossa, higher and more medial than the 
usual tenderness of acute appendicitis. The lowest 
limit of tenderness is just below and to the right of 
the umbilicus. When the terminal (superior mesen- 
teric) glands are widely involved a band of tender- 
ness may be outlined as it extends upwards and to 
the left towards, and sometimes just beyond, the 
midline of the epigastrium. The right lower abdomi- 
nal muscles are nearly always in slightly higher tone 
than their fellows of the opposite side, but rigidity 
is not maximal or, if it is,*the muscles soften per- 
ceptibly under continued gentle pressure. Rebound 
tenderness is not unusual, particularly if the leaves 
of the mesentery or the serosa of the bowel are in- 
flamed. One sign, “shifting tenderness,” is said to be 
pathognomonic; certainly its presence is most sug- 
gestive, though its absence is not significant. To 
elicit shifting tenderness the site of maximum tender- 
ness is located while the patient lies supine; the po- 
sition is then changed to the left lateral, and after a 
few minutes, if the sign is present, the point of maxi- 
mum tenderness will be found to have moved left- 
ward to or beyond the midline. The sign depends 
upon postural displacement of the lower ileum with 
its mesentery, and is elicited only if the juxtaepi- 
physeal glands are inflamed. Rarely it may be 
positive early in acute appendicitis if the cecum is 
highly mobile. The enlarged glands are seldom pal- 
pable, even those at the root of the mesentery fixed 
against the background of the posterior abdominal 
wall, and free fluid is not often of sufficient amount 
to be detected by percussion. 

Confusion with appendicitis is less likely to occur 
in practice than seems possible when the symptoms 
and signs of the two conditions are compared on 
paper. The sharp spasms of colic with complete or 
almost complete freedom from pain between them, 
the rolling and kicking of the child in an attack, the 
high and medial situation of the tenderness, the 
absence (if it is absent) of the rebound tenderness 
even at the point of maximum tenderness, the 
presence (if it is present) of shifting tenderness, the 
relaxation under steady pressure of apparently rigid 
muscles, and the history of previous typical recur- 
rent attacks, if these have occurred, all inspire con- 
fidence in a negative diagnosis of “this is not appendi- 
citis” even if they fail to suggest the positive diag- 
nosis of nonspecific mesenteric adenitis. 

Differentiation of nonspecific from tuberculous 
mesenteric adenitis is not always easy. In the latter 
condition leucocytosis is usually absent throughout, 
the abdominal wall is almost completely lax, en- 
larged matted glands are usually palpable, and pain 
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or at least discomfort is more constant between 
attacks. If operation is not performed, and doubt 
exists, it is not only more accurate but it serves 
better the interest of patient and of community to 
regard the condition as nonspecific unless there is 
clear evidence of tuberculosis elsewhere—in neck or 
chest, for example. 

Other forms of mesenteric gland enlargement 
seldom produce acute abdominal symptoms. At 
operation, malignant glands can usually be recog- 
nized by their character, In lymphadenoma and 
infectious mononucleosis, glands elsewhere in the 
body are simultaneously enlarged. Even so, it is 
wise in nonspecific adenitis to carry out a differential 
white count and the Paul-Bunnell test. 

The appearance in the glands, and more especially 
the appearances (when they are present) in the wall 
of the intestine, are those of acute inflammation, 
and strongly suggest a response to infection. The 
appendicular origin of nonspecific adenitis, however, 
is difficult to substantiate when it is remembered 
that the juxtaileal glands, predominantly and in- 
variably enlarged in the early case of adenitis, are 
not found enlarged at operations for overt appen- 
dicular infections. 

Nonspecific adenitis has been ascribed to the pas- 
sage of a hypothetical virus through the mucosa of 
the intestine to its submucous lymphatic tissue, and 
thence to the mesenteric glands. Some support is 
lent to this hypothesis by the failure to culture bac- 
teria from glands which are apparently the seat of 
acute inflammation. The coincidence or precedence 
of upper respiratory tract infection is an additional 
argument in favor of a more or less generalized virus 
infection. A relationship might be suggested be- 
tween mesenteric lymphadenitis and the acute 
regional ileitis of Crohn. The gland enlargement in 
the mesentery of the affected bowel in regional ileitis 
is identical with that seen in nonspecific mesenteric 
adenitis; indeed, it is a nonspecific mesenteric 
adenitis. Conversely, an early nonspecific adenitis 
accompanied by a patchy pink inflammation of the 
serous coat of ileum and, more significantly still, by 
an edema of all coats sharply demarcated from 
healthy bowel, suggests an early, mild, self-limiting 
regional ileitis; it is a regional ileitis in the widest 
sense of the term. The identity or diversity of the 
two conditions could be proved only by the demon- 
stration of the ultimate cause of one of them or the 
causes of both. 

In the author’s experience appendectomy does not 
affect the course of the disease, which, in any case, 
is self-limiting and from which ultimate recovery 
seems to be invariable. Joseru K. Narat, M.D. 


GASTROINTESTINAL TRACT 


Hardt, L. L., Hufford, A. R., and Rabens, J. I.: An 
Analytical Survey of 1,132 Patients Gastro- 
scopically Examined. Gastroenterology, 1945, 4: 477. 


One or more gastroscopic and roentgenological 
examinations were performed on 1,132 patients who 
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complained of symptoms suggesting the presence of 
gastroduodenal disease. The information provided 
by the two methods were compared. Gastroscopy 
must be performed before a definite diagnosis of 
normality can be made, as the authors’ experience 
indicated that the gastroscope is the most efficient 
diagnostic aid in making a negative gastric diagnosis 
and in diagnosing all types of gastritis. 

In the authors’ experience, gastroscopy was su- 
perior to roentgenography in the diagnosis of all 
types of gastric ulcer including marginal ulcers. The 
gastroscopist was correct in 89 per cent of all types 
of benign ulcerating lesions, and the roentgenologist 
correct in 58 per cent. The final stages of healing of 
the ulcer can be followed only by means of the 
gastroscope. Gastroscopy likewise is more accurate 
in localizing the ulcer and leads to earlier detection 
of any changes of a malignant character than 
roentgenography. 

Some type of chronic gastritis was diagnosed 
gastroscopically in 19 per cent of 239 patients with 
duodenal ulcer and thus an important secondary 
diagnosis, otherwise unobtainable, was made. 

Gastric carcinoma was recognized gastroscopically 
in 94 per cent of the patients and by roentgenograms 
in 79 per cent; with a combination of both methods 
the lesion was detected in 98 per cent. 

Incomplete diagnosis gastroscopically occurred in 
5 per cent of the cases, and then the diagnosis de- 
pended entirely on the x-ray findings. 

On the basis of the authors’ experience, gastro- 
scopy is indicated in: (a) all cases of persistent or 
recurrent gastric complaints with negative roent- 
genological findings, in which the clinician still sus- 
pects the presence of gastric disease; (b)many cases 
of proved gastric ulcer in which operation is not per- 
formed, and the lesion should be watched from time 
to time not only roentgenologically but gastro- 
scopically; (c) cases in which the x-ray findings 
indicate a suspicious gastric lesion or in which a 
definite diagnosis cannot be made roentgenologically ; 
and (d) all cases of gastric carcinoma except those 
which are located at the cardia or are well advanced 
in their course. Josers Gaster, M.D. 


Wangensteen, O. H.: The Ulcer Problem. Canad. M. 
Ass. J., 1945, 53: 309. 

The Seventh Listerian Oration deals with the 
problem of peptic ulcer, particular emphasis being 
placed on: (1) the etiology, with special reference to 
an inter-relationship between the vascular and the 
acid peptic digestive factors: and (2) the character- 
ization of a satisfactory operation which will protect 
against recurrent ulcer. 

The implantation of histamine-in-beeswax has 
proved a useful method in the production of ulcer 
experimentally and the illustration of the importance 
of the acid peptic factor in the origin of ulcer, and at 
the same time it has constituted an excellent means 
of assaying the protective influence of a given opera- 
tion against the ulcer diathesis. Only in the monkey 
and in the rabbit has it been difficult to produce ulcer 


by stimulating the endogenous secretory mechan- 
ism of the stomach through implantation of histamine- 
in-beeswax. Such experimentally produced ulcers 
resemble spontaneous ulcer in man. Recent experi- 
ments indicate that the peptic factor is important in 
a the injury occasioned by unneutralized 
acid. 

Consideration of a vascular factor in ulcer genesis 
is indicated by clinical and experimental evidence: 

1. Hematemesis following fractures is a not infre- 
quent occurrence. A study of postmortem records 
on fracture cases reveals occasional cases of hema- 
temesis with gastric and/or duodenal ulcer and 
erosion. 

2. Ulcer or erosion can be produced experimentally 
in animals by fracture or by curettement of bone 
marrow. Three possible explanations have been pro- 
posed for these results: (a) a histamine effect from 
the fracture site with stimulation of gastric secre- 
tion; (b) fat embolism; and (c) a combination of 
these two factors. Clinical and experimental studies 
indicate that a histamine effect is not the primary 
cause of these ulcers and erosions. 

3. Ulcer can be produced experimentally by the 
intravenous injection of fat; after this fat can be 
demonstrated in the stomach tissues by studies of 
microscopic sections stained with Sudan III. 

4. The interpretation of these and other observa- 
tions is that fat injected intravenously does not 
stimulate or augment gastric secretion. The mech- 
anism of ulcer production is undoubtedly that of 
plugging the end vessels to the mucosa; the resultant 
anemic areas in the mucosa become less resistant to 
injury and digestion by the acid peptic juice. The 
rate of disappearance of the fat from the mucosal and 
submucosal vessels is rapid, and this accounts for the 
fact that hematemesis, erosions, and ulcer have not 
been observed more commonly to accompany frac- 
ture of the long bones in man. 

5. The implantation of powdered epinephrine-in- 
beeswax accompanied by the simultaneous implan- 
tation of histamine-in-beeswax in rabbits produced 
ulcer or erosion in each instance. The difficulty of 
producing ulcer in rabbits by implantation of 
histamine-in-beeswax alone has been mentioned. 

6. The conclusion reached from the experimental 
production of ulcer by the injection of pitressin is 
that chronic arterial spasm invoked by pitressin 
produces local areas of anemia in the gastric mucosa 
which then become susceptible to the acid peptic 
digestive activity of the gastric juice. 

7. Bleeding from gastric and esophageal erosions 
and ulcers was invoked by obstruction to the portal 
circulation. Partial obstruction to the normal ven- 
ous return of the blood from the stomach to the 
portal system was made in rabbits and dogs. Ero- 
sions and ulcer are far more readily provoked with 
histamine in the presence of portal hypertension 
than when there is no obstruction to the venous out- 
flow of blood from the stomach. 

Two series of cases are presented to indicate that 
the gastric mucous membrane is frequently a source, 
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if not the usual source, of occult bleeding from the 
gastrointestinal tract. Extensive gastric resection or 
postmortem examination in these cases showed the 
source of bleeding to be superficial gastric erosions. 
Five cases are grouped as hematemesis and melena 
from superficial gastric erosion, arterial thrombosis 
of a gastric vessel, or ulcerative gastritis, while 4 
other cases illustrate extensive (90 per cent) gastric 
resection for erosive hemorrhage in portal hyper- 
tension. Extensive resection in such cases reduces 
the capacity of the stomach to secrete and appears 
to protect against subsequent erosion and hemor- 
rhage. 

Thus there is abundant evidence with respect to 
the etiology of ulcer which implicates various vas- 
cular factors, particularly in association with the 
acid peptic digestive factor. 

The characterization of a satisfactory operation 
for ulcer is based upon clinical and experimental 
evidence. In man, a study of the incidence of re- 
current stomal ulcer after each type of operation is 
the method of procedure. In animals the value of an 
operation in protecting against recurrent ulcer pro- 
voked by histamine can be determined. The results 
of such studies in man and in animals are in agree- 
ment. From these studies, the types of satisfactory 
operation which protects against recurrent ulcer 
appear to be: (1) an extensive (75%) gastric resection 
which affords promise of the reduction in gastric 
secretion; (2) excision of the antral mucosa; (3) fairly 
complete excision of the lesser curvature, which 
appears to be justified in that ulcer occurs primarily 
in the unrugated portions of the first portion of the 
duodenum and along the lesser curvature of the 
stomach; (4) making a short afferent duodenal loop 
in effecting gastrointestinal continuity after an ex- 
tensive gastric resection. The value of the short 
afferent loop has been investigated extensively by 
studies on animals in which the only variable was the 
length of the afferent loop. In dogs subjected to 
extensive gastric resection, and gastrojejunostomy 
as close to the inverted duodenal end as was tech- 
nically feasible, subsequent implantations of his- 
tamine-in-beeswax did not produce gastrojejunal 
ulcer in any instance. In other series of dogs with 
longer afferent loops, ulcer and perforation. fre- 
quently followed implantation of the histamine. 

The importance of the length of the afferent 
duodenojejunal loop in indicating whether stomal 
ulcer will occur after the Schmilinsky-McCann oper- 
ation, with complete intragastric return of the entire 
content of the duodenal loop, was investigated. 
These results clarify the confusion that exists in the 
literature concerning the results of complete intra- 
gastric drainage of the duodenal loop in: dogs and 
suggest that the divergent results obtained by 
various investigators are due to variability in the 
length of the afferent loop. 

An attempt was made, without too much success, 
to determine definitely what factor or factors in a 
long afferent loop contribute to the occurrence of 
stomal ulcer. Six modifications of the Schmilinsky- 


McCann operation were performed in a series of 12 
dogs to test the importance of 3 possible factors in 
the genesis of stomal ulcer: (1) the secretin factor: 
(2) the factor of spatial separation of alkaline and 
acid digestive secretions; and (3) the sensitivity 
factor, implying an increased susceptibility of the 
mucosa of successively lower segments of the small 
intestine to injury by the acid gastric secretions. 
The variations of operative procedure are illustrated. 
The conclusion from these experiments is that it is 
difficult to separate with finality the role of the 
various factors contributing to the development of 
stomal ulcer attending the long afferent loop. 

The clinical evidence supporting the author’s 
characterizations of a satisfactory operation for 
ulcer is a series of 400 consecutive gastric resections, 
all carefully followed, in which the criteria listed 
were applied. In this group of cases only 1 stomal 
ulcer has developed thus far. 

Inasmuch as the short afferent duodenojejunal 
loop is so important in a satisfactory operation for 
ulcer, the question arises whether it would be 
equally satisfactory to sacrifice less stomach (from 
25 to 50%) and to effect gastrointestinal continuity 
by end-to-end suture between the stomach and 
duodenum by the Billroth I operation. Experiments 
were carried out on 12 dogs in an attempt to answer 
this question. When less than 75 per cent of the 
stomach was resected, stomal ulcer developed. These 
experiments indicate that a 75 per cent resection 
carried out on the Billroth II plan, with a short 
afferent duodenojejunal loop, is just as satisfactory 
an operation for ulcer as the Billroth I procedure. 

The success with which the three-quarter resection 
has been carried out in the surgical management of 
ulcer suggests that a satisfactory operation has been 
found. However, it is to be admitted that excision 
of 75 per cent of the stomach is not an ideal thera- 
peutic measure, and it is hoped that the same ob- 
jectivé may be achieved by lesser means in the 
future. The mortality of the procedure was approx- 
imately 2 per cent in gastric resections of election. 
The surgical mortality of all procedures for ulcer, 
including perforation and hemorrhage, has been 5 
percent. Whereas caffeine and alcohol are anathema 
to the patient with an ulcer, the author has observed 
no need for dietary restriction of patients who have 
undergone the type of procedure defined as satis- 
factory. Joun L. Lrxpoutst, M.D. 


Tosseland, N. E., and McDonald, J. R.: Ulcerating 
Lesions of the Gastroenteric Stoma. Arch. 
Surg., 1945, 51: 113. 

Most of the literature on gastrojejunal ulcer con- 
cerns diagnosis and treatment. Little has been writ- 
ten of pathological findings. This is a report on the 
pathological findings and the clinical features of 100 
cases of gastrojejunal ulcer in which tissue showing 
oot ve stoma of the ulcer were available for 
study. 

Two sections were cut from each of these 100 
specimens. They were stained with hematoxylin and 
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eosin. One block was made through the anastomotic 
junction extending through the ulcer and the other 
section from the anastomotic ring free of gross 
ulceration. 

In this study the gastrojejunal ulcer was found to 
be a disease of middle age; 93 per cent of the patients 
were men and 7 per cent were women. Pain was the 
most common symptom of gastrojejunal ulcer in this 
series of patients, being present in 86 per cent of the 
patients. The location of the pain varied markedly. 
In some patients the pain was epigastric or the same 
as that produced by the original duodenal ulcer; in 
others the pain extended downward to either side 
of the umbilicus or upward to the shoulder blades; 
at times the pain extended downward as far as the 
groin. 

Hemorrhage was the most common symptom. 
Hematemesis and melena occurred in 32 per cent of 
the patients and melena alone in 42 per cent. The 
hemorrhages varied from massive single hemorrhages 
to repeated small hemorrhages. Vomiting occurred 
in 24 per cent of the cases. 

Histological examination in this series showed 
that 81 per cent of the ulcers were on the jejunal side 
of the anastomosis, 3 per cent on the gastric side, and 
3 per cent on the anastomotic line. The site of the 
remaining 13 per cent could not be determined. 

In general, the ulcers resembled the peptic ulcers 
customarily seen. They were typically rounded and 
stamped out; the mucosa and submucosa were ab- 
sent over the base of the ulcer, and the muscular 
layers were completely replaced by fibrous tissue. 
Serosa was absent in all instances. It was concluded, 
however, that the absence of serosa was secondary in 
importance to the method of preparation of the 
slide. The anastomotic junction showed that the 
mucosa was well united in most instances but varied 
somewhat from the normal. Usually, the gastric 
and jejunal mucosa ended abruptly but there were 
instances in which the jejunal glands were seen on 
the gastric side of the anastomosis. In a similar 
fashion gastric glands with acid cells were seen as 
frequently on the jejunal side of the anastomosis. 

In the majority of cases, a moderate degree of 
both gastritis and jejunitis was noticed. An attempt 
was made to correlate the severity of the clinical 
symptoms with the pathological changes, but rela- 
tionship was evident. In some cases of severe gastro- 
jejunitis only mild symptoms occurred, whereas, on 
the other hand, in some cases of mild gastrojejunitis 
the clinical symptoms were severe. 

SAMUEL J. FocEetson, M.D. 


Ransom, H. K.: Gastrojejunocolic Fistula. Sur- 
gery, 1945, 18: 177. 

During the to year period from 1934 to 1944, 47 
patients were treated by surgical operation for mar- 
ginal or jejunal ulcer at the University of Michigan 
Hospital, Ann Arbor. Five of these 47 patients 
required an additional operation during this same 
period because of recurrent gastrojejunal ulceration 
and 1 patient was operated upon three times for 


this same condition. Thus, a total of 54 operations 
was performed upon 47 patients. Of the afore men- 
tioned 47 patients, 8 (17%) had the serious compli- 
cation of gastrojejunocolic fistula. It is with this 
latter group of cases that the present discussion is 
concerned. 

A survey was made of all of the cases of gasrtojeju- 
nocolic fistula at the University Hospital since its 
opening in 1925, and it was found that during 1925 
to 1944, 18 unmistakable cases of gastrojejunocolic 
fistula due to ulcer had been encountered. 

Gastrojejunocolic fistula almost invariably occurs 
as a complication of a marginal or jejunal ulcer at the 
site of a gastroenteric anastomosis for duodenal 
ulcer. The great majority of cases occur in in- 
stances of posterior gastrojejunostomy and much 
more often following simple short circuit operations 
rather than in cases of gastrojejunostomy associated 
with partial gastric resection. In every one of the 18 
cases under discussion, duodenal ulcer was the pri- 
mary lesion. It is a well accepted fact that marginal 
ulcer rarely occurs following gastroenterostomy for 
gastric ulcer and is almost unheard of following 
gastroenterostomy for carcinoma of the stomach. 
It is often stated that gastrojejunocolic fistula and 
gastrojejunal ulcer very rarely occur in women, the 
reason for this being the lower values for gastric 
acidity in women as compared with men. While the 
exact cause of marginal or jejunal ulcer is not known, 
the prevailing view is that these lesions most often 
occur in patients whose gastric acidity remains high 
following operation. This is much more apt to be 
true in gastroenterostomy or duodenal exclusion 
operations as contrasted with subtotal gastrectomy. 
In all of the authors cases, save 1, posterior gastro- 
enterostomy was the primary operation which was 
followed later by a marginal ulcer. 

It would be expected that prior to the onset of the 
fistula, symptoms of an anastomotic ulcer would 
usually be present. This, however, was not true in 
the majority of the cases herein reported, as only 6, or 
one-third of the 18 patients gave such a history. The 
remaining 12 patients in this series apparently were 
relatively symptom free until the onset of the symp- 
toms of fistula. In view of the mechanical nature of 
the lesion, any great improvement in the state of 
nutrition prior to operation is difficult or impossible. 
Preoperative laboratory work should include the 
determination of serum proteins and prothrombin 
clotting time. 

The surgical operation in all cases consisted of a 
one stage procedure. In 10 instances a restorative 
type of operation was performed, whereas in 4 cases, 
gastric resection was included. There was 1 post- 
operative death in each group, or a mortality of 14.3 
per cent for the entire series. 

Follow-up studies showed that all patients who 
survived operations including gastric resection had 
good results, whereas, only 4 of the 9 patients sur- 
viving the more conservative operative procedures 
remained free of ulcer symptoms. Three of the 5 
patients with recurrent ulcer subsequently required 
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further surgical therapy. No deaths occurred among 
these patients who later required reoperation. 

While gastric resection is ordinarily desirable at 
the time of the operation for the repair of the fistulas, 
it is not always feasible or safe. Restoration of the 
tract to normal, therefore, is a useful procedure in 
certain cases. This was true particularly in these 
cases because many of the original gastroenteros- 
tomies were performed upon meager indications as 
judged by present day standards. If further surgery 
for recurrence of the ulcer becomes necessary later, 
subtotal gastrectomy can be carried out upon a 
patient in good condition with a very low mortality. 

Gastrocolic fistulas due to primary disease of the 
stomach or colon are discussed. The patients pre- 
sent problems in preoperative care and in certain 
matters of surgical technique which are similar to 
those just discussed. 

A small group of gastroenteric fistulas due to sur- 
gical errors at the time of the original operation for 
ulcer is considered briefly. | JosepH Gaster, M.D. 


Berkman, J. M., and Heck, F. J.: Symptoms fol- 
lowing Partial Gastric Resection. Gasiroenter- 
ology, 1945, 5: 85. 


The authors present a résumé of their observations 
of the unfavorable symptoms, exclusive of recurrent 
ulceration, which may follow partial gastric resec- 
tion. The cause of these symptoms has not, as yet, 
been explained satisfactorily. At the present time, 
however, the most commonly accepted explanation 
of the postprandial symptoms, known as the dump- 
ing syndrome, is jejunal distention. 

The inanition which may occur as a result of the 
postprandial symptoms may be overcome by placing 
the patient on a high protein diet, first with a small 
amount of bulk and then a gradual increase of the 
bulk to that amount represented by 2,500 calories. 
By this method, without further increase of bulk, a 
diet with a caloric value of 3,200 calories may be 
reached, which will insure a progressive increase in 
weight without an increase of the severity of the 
postprandial symptoms. 

A group of patients who have experienced nausea 
to a sufficient degree to prevent the eating of several 
nonconsecutive meals each week has been observed. 
The nausea was not associated with postprandial 
symptoms and did not follow the taking of food. 

Also, a number of patients have been seen who, 
although they had experienced no symptoms after 
partial gastric resection, had found it impossible to 
eat enough in the usual three daily meals to regain 
the weight lost after operation. By the dietary 
method described, a progressive gain in weight was 
brought about without postprandial discomfort. 

In some cases, hypochromic microcytic anemia 
developed after partial gastric resection and failed to 
respond to the usual treatment for hypochromic 
anemia. The value for hemoglobin improved after a 
high protein diet with a caloric value of 3,200 calories 
had produced an increase in weight. 

CHARLES Baron, M.D. 
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Learner, N., Robinson, H. W., Grisheimer, E. M., 
and Oppenheimer, M. J.: Effects upon the 
Small Intestine of Rapid Intravenous Injec- 
tions of Casein Hydrolysate. Gastroenterology, 
1945, 5: 201. 


The possibility that amino acids when used intra- 
venously may alter intestinal motility and hence 
endanger new suture lines, prompted the authors’ 
study. The reaction of the mixture of acids used is in 
the region of pH 5 and may produce a temporary 
lowering of the blood pH when introduced into the 
blood stream in sufficient quantities at a rapid rate. 
The réle of change in pH on motility is also in need 
of investigation, and the authors’ study includes 
such considerations. The duodenum was selected 
because of the frequency of surgical intervention in 
this area. Studies were carried out on patients with 
normal gastrointestinal tracts and on dogs, with and 
without anesthesia. 

The authors discuss the methods used and the 
results obtained in (1) anesthetized dogs, (2) patients 
with “normal” gastrointestinal tracts, and (3) dogs 
recently operated upon. 

In conclusion, the authors state that rapid intra- 
venous injections of casein hydrolysate produce a 
duodenal hypermotility or change in pattern of 
motility in anesthetized dogs. This hypermotility 
is not accompanied by significant changes in pH, 
carbon dioxide, chlorine, or total base concentration 
of the blood plasma. The blood glucose concen- 
tration is elevated. Neither hypermotility nor 
hyperglycemia is prevented by atropine or vagot- 
omy. New intestinal suture lines are not disturbed 
by the hypermotility during parenteral use of casein 
digest. Rapid intravenous injections of casein digest 
in unanesthetized humans change the character of 
contractions and often accentuate tonus changes. 
Subjective sensations and changes in motility were 
correlated in only half of the cases studied. 

Emit C. RopitsHex, M.D. 


Falk, H. C., and Hochman, S.: Intestinal Injury 
and Fecal Fistula in Gynecological Surgery. 
Am. J. Surg., 1945, 70: 176. 


The small or large intestine may be injured dur- 
ing any gynecological laparotomy, most often on the 
separation of adhesions found between the intestines, 
the pelvic viscera, and the abdominal wall. These 
adhesions may be the result of pelvic inflammatory 
disease or of previous operations. This is shown by 
the high incidence of fecal fistulas following surgery 
for pelvic inflammatory disease. 

There were 42 cases of intestinal injury observed 
by the Gynecological Service of the Harlem Hos- 
pital from 1928 to 1943, where more than 80 per 
cent of the patients operated upon have some de- 
gree of pelvic inflammatory disease. During this 
period of 16 years, 5,055 laparotomies were per- 
formed. The known incidence of intestinal injury 
was, therefore, 0.83 per cent. 

The intestines may be injured on opening the 
peritoneal cavity. This type of injury, as a rule, is 
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detected and repaired immediately. Such accidents 
are more common in patients who have had a pre- 
vious laparotomy. In this series there was only 1 
such case. No fistula followed. The bowel may also 
be lacerated in cutting across the vagina in a total 
hysterectomy if the rectum is adherent to the poste- 
rior wall of the cervix. There was no such accident 
in this series. Injury to the intestines may also 
occur in the separation of adhesions between two 
loops of bowel, the intestines and pelvic organs, or 
between the intestines and the abdominal wall. 

Two types of adhesions are found: those caused 
by a previous laparotomy in which the intestines 
and omentum may be firmly matted together with 
the pelvic organs; and those caused by pelvic in- 
flammatory disease; gonorrhea produces few adhe- 
sions except at the fimbriated end of the tube. The 
adhesions between the intestines and the tubal wall 
are usually friable, thin and flimsy, and easily 
separated. When the pus has spilled into the cul-de- 
sac, the adhesions between the sigmoid, tube, and 
posterior wall of the broad ligament are very dense. 
Here the separation is usually done blindly (without 
vision) and the large bowel may easily be injured; 
such an injury may not be recognized. There were 
7 such cases of injury in which the sigmoid was 
densely adherent to a tubo-ovarian abscess or 
pyosalpinx. 

Usually the intestinal injury is seen and recog- 
nized at the time of operation. There were, however, 
many cases in which the intestinal trauma ultimately 
caused necrosis of the bowel, but no injury had been 
recognized at the time of operation. As a result, a 
fecal fistula or fatal peritonitis occurred post- 
operatively. 

In pelvic inflammatory disease of pyogenic or 
tuberculous origin, degenerated or infected fibroids, 
endometriosis, ovarian and tubo-ovarian abscesses, 
and malignancies, the adhesions encountered are 
very dense. In the separation of these adhesions to 
isolate the pelvic structures, the intestines are easily 
injured. 

The most reliable index of acuteness of pelvic in- 
flammatory disease is the sedimentation rate. 

Among the 18 cases of fecal fistula, there were only 
4 in which the sedimentation rate was longer than 
30 minutes. 

The 42 cases of intestinal injury were divided as 
follows: 

1. Injury detected and repaired during opera- 
tion, without fecal fistula formation—22 cases. 

2. Injury detected and repaired at operation, 
with the development of fecal fistula—3 cases. 

3. Injury not detected at operation, with result- 
ing fecal fistula—1s5 cases. 

4. Injury not detected at operation, with result- 
ing peritonitis and death—2 cases. 

1 and 2. Injury detected and repaired during 
operation—25 cases. In 25, or 59.5 per cent, of the 
total number of 42 cases, injury to the intestines 
was detected and repair was accomplished during 
operation. 
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The prognosis in intestinal injury is largely de- 
pendent upon recognition and repair at time of 
operation. 

Repair of intestinal injuries was accomplished by 
two to three rows of locked, interrupted, or con- 
tinuous running sutures of No. oo chromic catgut or 
Pagenstecher thread. 

In recent years 10 gm. of a sulfonamide were 
placed into the pelvis and over the repaired area. 

The treatment of fecal fistulas low in the intestinal 
tract, as in the terminal ileum, sigmoid, or rectum, 
is much less urgent than that of those located in the 
duodenum or upper jejunum because of the slight 
loss of fluids, food, and enzymes. Fistulas of the 
large bowel ox terminal ileum usually heal spon- 
taneously. Sufficient time should be allowed for the 
fistulas to close spontaneously before surgery is 
attempted. Henry W. Fix, M.D. 


Pugh, H. L.: Regional Enteritis. Ann. Surg., 1945, 122: 
845. 


Crohn, Ginzburg, and Oppenheimer, in 1932, 
published the original article describing the clinical 
entity known as regional enteritis. This article was 
so accurate that all the literature contributing to the 
subject in the past 13 years has subtracted nothing 
from it. The original title was “Terminal Ileitis.” 
The author has substituted the word “regional,” 
since “terminal” suggested agonal, and enteritis has 
been substituted for “‘ileitis” since not infrequently 
other parts of the small or large bowel have been 
affected. Numerous names have been suggested for 
this condition, among which have been terminal 
ileitis, regional ileitis, regional ileocolitis, regional 
enterocolitis, segmental enteritis, nonspecific granu- 
loma, infective granuloma, chronic cicatrizing en- 
teritis, pseudocancer, Crohn’s disease, and regional 
enteritis. The last mentioned term is the most popu- 
lar and comes nearest to being true and appropriate. 

The authors present a series of 17 cases, and con- 
firm some of the special observations which have 
been made by a variety of contributors. 

It is believed that this disease has existed for 
centuries. W. J. Mayo in 1893, Combe in 1913, and 
Moschcowitz in 1923, described cases in the litera- 
ture which probably were regional enteritis. There 
appears to be a definite increase in the incidence of 
the disease which cannot be entirely explained by 
the improvement in diagnosis. 

The etiology of this condition is still unknown. 
The theory that Koch’s bacillus may be the causa- 
tive agent has been disproved. It is not improbable 
that there may be some correlation with mesenteric 
lymphadenitis. An allergic tie-up is still fanciful. 
Several writers have reported that the malady has 
a predilection for Jews, particularly at an early age. 

It has been claimed that the disease is more preva- 
lent in Eastern cities, and it is probable that there 
may be a seasonal variation in the tendency to 
acute exacerbation of the disease. Crohn suggested 
the disease may have a familial tendency. The 
disease is more likely to appear between the ages ol 
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15 and 40, and the majority of statistical reports 
indicate a slightly greater frequency in males than 
females. 

Knowledge of the early stage of regional enteritis 
remains conjectural, since it is seldom recognized 
until thoroughly advanced. It probably begins as a 
proliferative process in the interstitial structure of 
the bowel wall and progresses to a cicatrizing granu. 
lomatous lesion. The mucosa becomes ulcerated as 
the bowel thickens, possibly from interference with 
the blood supply, or from an infective process (virus 
or bacterial). Fibrosis develops, and the bowel wall 
thickens. This, plus the contraction of cicatrizing 
ulcerated areas, narrows the lumen until obstruction 
may eventuate. The adjacent mesentery becomes 
thickened, and the mesenteric lymph nodes become 
enlarged and discrete. Both the bowel and the 
mesentery become edematous. With progress of the 
lesion, the ulcerated areas may perforate and lead 
to abscess and fistula formation. These fistulas may 
communicate with loops of small bowel, large bowel, 
bladder, or even through the abdominal wall. Some 
writers believe that the disease passes through four 
stages, namely: (1) acute, (2) irritative, (3) obstruct- 
ive, and (4) fistulous. 

Almost any part of the intestinal tract from the 
jejunum to the sigmoid may be involved, with the 
terminal ileum the favorite site. The disease not in- 
frequently extends past the ileocecal junction and 
invades the cecum. “Skip areas” in several portions 
of the bowel in the same person may be involved 
with healthy segments intervening. 

The disease is chronic and is characterized by 
periods of exacerbation and remission. The weight 


of evidence and opinion indicates that spontaneous 
cure, if it ever occurs, is rare. 

The involved bowel during acute stages of the 
disease is swollen, hyperemic, and inflamed. The 
mesentery is swollen, edematous, and likewise in- 
flamed with lymph nodes varying in size from that 


of a pea to a walnut. Gross corrugations extend 
from the mesenteric border, and tend to encircle the 
bowel and give it a “cobblestone” appearance. It is 
not uncommon to see a considerable accumulation of 
serosanguineous fluid within the peritoneal cavity 
during the acute phase. The involved bowel by 
contrast during the quiescent or remission stage, 
remains heavy, thickened and leathery—devoid of 
its normal flexibility and distendability. As the 
hyperemia subsides the plastic exudate organizes 
and forms dense fibrous bands and adhesions. 

Histologically the affected bowel reveals a marked 
fibrosis and thickening of mucosal and submucosal 
layers. The entire structure of the bowel wall shows 
a mononuclear infiltration. Giant cells are not un- 
common and frequently lead to a false diagnosis of 
tuberculosis. 

The symptoms depend on the stage, location, and 
severity of the disease. The three cardinal symptoms 
are intermittent, cramplike abdominal pain, inter- 
mittent diarrhea, and loss of weight. Nausea is not 
uncommon, and, when present, is usually accompa- 
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nied by diarrhea. Anorexia is frequently seen. As 
the paim is usually in the lower right quadrant it is 
not surprising that 50 per cent of the cases have been 
diagnosed as acute appendicitis and operated on for 
that. Hemorrhage from the bowel occasionally 
occurs. 

Anemia is a common sign of regional enteritis, and 
some temperature elevation, particularly with acute 
exacerbations, is common. The temperature may be 
normal during remissions, or may show a slight rise 
in the afternoon. The white blood count may be 
elevated to 20,000 in the acute phase or may fluctu- 
ate between normal and that commonly associated 
with acute appendicitis. The blood sedimentation 
rate is usually elevated. Not infrequently, on ab- 
dominal examination a boggy mass may be palpated 
in the right lower quadrant. A mass, with tender- 
ness, is sometimes palpated on rectal examination. 

X-ray examination is frequently referred to as the 
most important diagnostic sign. Intestinal fistulas, 
or the ‘narrowing of the luminal shadow in the 
terminal ileum (Kantor’s string sign) may be dem- 
onstrated. When present, this sign is practically 
pathognomonic of regional enteritis. 

The author considers the points mentioned im- 
portant in differentiating regional enteritis from 
acute appendicitis, intestinal tuberculosis, amebiasis 
diverticulitis, and chronic ulcerative colitis. 

In the author’s series of cases the following com- 
plications occurred in order of their frequency: (1) an 
involvement of segments of the large bowel apparent- 
ly as direct extension from involved small bowel seg- 
ment (6 cases); (2) positive Kantor’s sign; (3) fistul- 
ous communication within the abdomen—internal 
fistulas (6 cases); (4) fistulous communication with 
the abdominal wall—external fistulae (4 cases); (5) 
obstruction (3 cases); (6) skipped areas in the small 
bowel (3 cases); (7) apparent subsidence of symp- 
toms and absence of roentgenological signs without 
operative interference (3 cases); (8) hemorrhage (1 
case); (9) recurrence after operation (1 case); (10) 
fistulae or fissure in ano (1 case). 

Of the 3 cases which cleared up without definitive 
surgery, the first at operation showed six areas in the 
jejunum and ileum typical of regional enteritis, with 
healthy bowel from 1 to 3 feet in length between the 
diseased segments. Because of the extent and dis- 
tribution, the patient’s abdomen was closed without 
resecting any bowel. Postoperatively, penicillin was 
given with a rapid improvement in symptoms and a 
negative x-ray of the bowel. The second case was 
diagnosed as regional enteritis after the patient had 
been operated on for acute appendicitis by another 
surgeon. Six months later, at celiotomy, scarcely 
any evidence of the former acute process was found. 
The third case was a similar condition which im- 
proved so much clinically that a second operation 
was not considered warranted. 

Penicillin was used in 5 cases, all of which showed 
prompt clinical improvement. While it may be 
speculative, it is believed the drug was a definite 
factor in the amelioration of symptoms. 
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The literature preponderantly favors surgery as 
the treatment of necessity. Elliott Cutler, of Har- 
vard University, still believes the disease should be 
treated medically unless certain complications arise. 
The author believes that surgical treatment is by all 
odds preferable. All seem to agree that in the acute 
form of the disease no surgery should be instituted 
unless some complication such as obstruction makes 
emergency intervention imperative. It is inadvisable 
to remove a normal appendix in the presence of 
enteritis lest a fistula develop. If obstruction is 
present, most surgeons agree that a short-circuiting 
operation such as an ileotransverse colostomy should 
be done. If the operation may be classed as elective, 
the surgical proponents may be classed in two groups 
—those who advocate a 2 stage procedure and those 
who advocate a 1 stage procedure. The author 
resected the lesion and did an ileotransverse colos- 
tomy in 1 stage in all but 2 cases, in 1 of which a 2 
stage, and in the other a 3 stage procedure was car- 
ried out. ‘ 

There was 1 death in the series. A resection of 
the right colon was done with an end-to-side ileo- 
transverse colostomy. The patient died 4 days later 
of urinary suppression, the cause of which was un- 
determined, but attributed to sulfa drug sensitivity. 
At autopsy there was no blockage of the uriniferous 
tubules or peritonitis. | Ropert R. BiceLow, M.D. 


Centeno, A. M.: Diverticula of the Duodenum 
(Diverticulos del duodeno). Prensa méd. argent., 


1945, 32: 1829. 


The clinical and roentgen pictures of ulcer of the 
duodenum are very well known but those of other 
diseases of the duodenum are not so well known. 
As a contribution to this subject the author dis- 
cusses 55 cases of diverticulum of the duodenum 
seen at the National Dispensary for Diseases of the 
Intestinal Tract in Buenos Aires. Roentgenograms 
of a number of the cases are given. 

The first case of diverticulum of the duodenum 
was described by Chomel in 1710. The first stage in 
the history of the disease was devoted to autopsy 
descriptions, the second to roentgen examination, 
and the third to clinical study. Case described the 
first roentgen examination of the condition in 1913 
and Forsell and Kay performed the first surgical 
operation for its treatment in 1915. Including the 55 
cases discussed in this article the total number of 
cases seen in Argentina has been 158. 

These diverticula are most frequent in the second 
portion of the duodenum, then in the third portion, 
and then in the fourth portion; they are rare in the 
first portion. Those in the second portion are apt to 
press on Wirsung’s duct and the common bile duct, 
and cause icterus and the symptoms of pancreatitis. 
Those of other portions of the duodenum often do 
not causé any symptoms at all and may be found 
only on autopsy. Among the author’s 55 cases 36 
were in the second portion. In only 1 of the cases 
was the duodenal diverticulum associated with di- 
verticulosis of the colon. These diverticula are 


generally solitary. In only 2 of these cases was there 
a double diverticulum. 

These diverticula may be congenital or acquired. 
In the congenital cases all the layers of the intestinal 
wall are involved, but in the acquired cases the 
mucosa and submucosa herniate through the muscle 
layer. The diverticula generally occur in the middle 
period of life and are about twice as frequent in 
males as in females. They are frequently com- 
plicated by other pathological conditions, and it has 
been claimed that any uncomplicated diverticulum 
of the duodenum is symptomless. Of the author’s 
55 cases, 23, or 41.8 per cent, were associated with 
other diseases: 7 with cystitis, 9 with ulcer of the 
duodenum, 3 with cancer of the stomach, 2 with 
ulcer of the stomach, 1 with diverticulosis of the 
colon, and 1 with diaphragmatic hernia. 

The symptoms, such as pain and vomiting, are 
not pathognomonic and roentgen examination is re- 
quired for definite diagnosis. Icterus may be caused 
by infection but is not frequent as this part of the 
intestine does not become infected easilv. 

Uncomplicated cases should be given medical 
treatment designed to evacuate the diverticulum and 
prevent dilatation and infection. This may be 
accomplished by frequent change of position, the 
administration of antispasmodics and irrigation of 
the stomach. Small doses of sodium sulfate or 
magnesium chloride stimulate the duodenal mus- 
culature and aid in evacuation. Ten gram doses of 
bismuth carbonate, kaolin, or magnesium trisilicate 
may be given for inflammation. If surgery is nec- 
essary it consists of invagination or resection. If 
there is icterus without calculus, medical drainage 
of the bile ducts is preferable. 

Aubrey G. MorGan, M.D. 


Hindmarsh, T. A., Stewart, A. W., and Morrison, 
B.: Resection Operation for Gangrenous In- 
tussusception in Infants. Brit. M. J., 1945, 2: 
382. 


When in an infant an acute intussusception be- 
comes irreducible and gangrenous, not only is the 
choice of a suitable operation difficult but the results 
are usually bad. The operation commonly chosen 
in these cases is either resection of the gangrenous 
mass with end-to-end or lateral anastomosis, or ex- 
teriorization of the mass with the formation of an 
enterostomy, with a later attempt to close this if the 
child survives. Suture of the proximal part of the 
intussuscipiens to the intussusceptum has also been 
suggested, the gangrenous mass sloughing and pass- 
ing per rectum. These operations are far from satis- 
factory; very few children survive. 

In view of these results the authors have recently 
chosen to treat the irreducible gangrenous intus- 
susception by a modification of the Mikulicz type 
of resection and are able to report 2 successes. The 
danger of generalizing from 2 cases is recognized, 
but the results in these 2 cases were so much better 
than those experienced with other methods that 
this report seems justified. At this point, however, 
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it should be made clear that no major operation of 
this sort in an infant will be successful unless the 
child is given special preoperative and postoperative 
treatment by those who are experienced in modern 
pediatric methods and can judge from hour to hour 
what measures are required to be taken. A note by 
Brenda Morrison on these measures is included in 
this article. 

The Mikulicz type of resection recommended is 
made possible in infants because at that age the 
cecum, ascending colon, and transverse colon are 
very mobile. In both cases it was found easy, after 
a small incision of the peritoneum on the outer side 
of the intussusception, to mobilize the mass and to 
bring it out of the abdomen with very slight trauma. 
The next steps of the operation could then be 
performed expeditiously and with relative ease. 

The operative procedure followed in both cases 
was similar. The preliminary attempt at ordinary 
methods of reduction having failed, the intussuscep- 
tion was found to be gangrenous, and some form of 
resection was therefore necessary. The viable por- 
tions of the ileum and colon were quickly joined 
together, in the usual double barrelled Mikulicz 
colostomy method, by two layers of continuous cat- 
gut sutures, and the abdominal incision was closed 
around the bowel by interrupted sutures. The con- 
dition of both cases at the end of operation was satis- 
factory. After 6 days the spurs were crushed and 
removed by the ordinary Mikulicz method with the 
small crushing clamps. Six days later, on the 
twelfth day after operation, the stomata were closed 
after the bowel ends had been freed and turned in. 

The first patient has now made an excellent and 
permanent recovery. The patient has gained satis- 
factorily in weight, and a slight tendency to diar- 
rhea, due to loss of the ileocecal junction, has cleared 
up. The second patient made an excellent recovery 
after operation, and it is anticipated that this patient 
also will return to normal health. 

Joun E. Kirkpatrick, M.D. 


Newton, F. C., and Blodgett, J. B.: Succinylsulfa- 
thiazole and Intestinal Suction in Surgery of 
the Large Bowel. Surgery, 1945, 18: 200. 


There have been two recent important improve- 
ments in the operative preparation of patients for 
surgery of the large bowel. The first is the use of the 
Miller-Abbott tube and the second is the use of 
chemotherapy to minimize the number and virulence 
of organisms within the lumen of the bowel. This 
article is a statistical report of the authors’ experi- 
ence at the Peter Bent Brigham Hospital, Boston, 
with these two adjuncts to colon surgery. It compares 
the results in a series of consecutive cases of resection 
of the large bowel prepared by these two techniques 
with a series in which they were not used. 

Until recently, proximal colostomy has been 
widely used in preparing patients for resection of the 
large bowel. The advantage of preliminary colo- 
stomy is that, preoperatively, the bowel is relieved 
of distention and may regain its function, and the 
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distal lumen may be nearly emptied of its contents; 
and postoperatively, the site of anastomosis is kept 
at rest and the risk of “blowout” at the suture line 
from increased intraluminal pressure due to tem- 
porary obstruction at the anstomosis is minimized. 

A series of 114 cases of resection of the large bowel 
was studied. The general preoperative and post- 
operative care was the same in all except that in the 
test group (36 cases) succinylsulfathiazole was used 
before the operation and preoperative and _post- 
operative intestinal suction were carried out. In the 
control group (78 cases) primary colostomy without 
chemotherapy was the routine in resections with 
restoration of the continuity. 

The Mikulicz type of resection was not required 
in any cases of the test group. 

The following data are of statistical significance 
in the comparison of the two groups. 

1. The gross incidence of complications was re- 
duced from 58 to 25 per cent. 

2. The gross mortality was reduced from 19 to 3 
per cent. 

3. When similar operative procedures (resections 
and anastomoses) are compared, it is found that the 
incidence of postoperative infection is reduced from 
43 to 6 per cent and the mortality is reduced from 
22 to 3 per cent. 

The use of intestinal suction and succinylsulfa- 
thiazole in the preoperative and postoperative care 
of patients who undergo resection of the large bowel 
has a definite effect in reducing the incidence of 
postoperative infection and mortality. 

Joseru Gaster, M.D. 


LIVER, GALL BLADDER, PANCREAS, 


AND SPLEEN 
Mirizzi, P. L.: Fourteen Years of Experience with 
Operative Cholangiography  (Colangiograffa 


operatoria; catorce afios de experiencia). Prensa méd. 
argent., 1945, 32: 1887. 

The first cholangiography practiced during opera- 
tion was performed June 18, 1931 on a patient with 
calculous hydrops of the gall bladder. The author 
reviews his experience with the method in the 14 
years since that time, illustrating his findings with 
case histories and cholangiograms. 

The method has demonstrated that there is peris- 
talsis of the common duct and that the hepatic duct 
contracts totally or partially, both important factors 
in the filling and emptying of the gall bladder. 

In addition to contributing to our knowledge of 
the physiology of the bile tract, cholangiography is 
extremely useful in the diagnosis of many patho- 
logical conditions of this tract and has contributed 
greatly to better the surgical technique in opera- 
tions on it. It gives the surgeon a so much clearer 
picture of the tract that he can avoid complications 
that were formerly frequent, such as anatomofunc- 
tional disturbances, residual lithiasis, cicatricial 
stricture of the hepatocommon duct, and anom- 
alies. 
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The important thing now is to help to generalize 
the use of the method rather than to discuss its 
value which has been proved beyond doubt. 

AupreEY G. Moreau, M. D. 


Cole, W. H., Ireneus, C., Jr., and Reynolds, J. T.: 
The Use of Vitallium Tubes in Strictures and 
Absence of the Common Bile Duct. Ann. Surg., 
1945, 122: 490. 


The most serious stricture of the common bile 
duct and the one most difficult to correct is total 
“absence” of the common duct, which unfortunately 
is more common than the short stricture with sufh- 
cient proximal and distal ends for approximation. 
In ro of this series of 23 cases of stricture or ab- 
sence (including 2 carcinomas of the common he- 
patic duct) no duct could be found except the stump 
at the hilus of the liver. In this group the use of the 
vitallium tube was adopted and a few principles 
were established which helped the authors to arrive 
at a method of treating this defect which yielded 
fairly good results. 

The method of repair of stricture depends upon 
the type of defect encountered. Defects can be 
divided into four major groups from the standpoint 
of the technique indicated: (1) local stricture of the 
common duct; (2) stricture or absence of the ter- 
minal end of the common duct; (3) absence or stric- 
ture of the common hepatic duct, and (4) absence of 
the common and common hepatic ducts. In general, 
the utilization of rubber tubes in repair has not 
given satisfactory results largely because they are 
usually passed within a short time. If they are re- 
tained there is a slightly greater tendency for the 
precipitation of bile salts in the lumen than in the 
lumen of vitallium tubes. 

All (15) of the rubber tubes which the authors 
have inserted have been passed. Of 14 vitallium 
tubes which they have inserted, 3 have been passed. 
Although the discussion in this presentation is re- 
lated to the use of vitallium tubes in strictures or 
absence of the common duct, it is emphasized that 
whenever possible anastomosis should be made with 
no more than temporary intraluminal support. The 
bridging of defects by the insertion of a T-tube 
serves the purpose of function quite well. 

In stricture or absence of the terminal end of the 
common duct the authors are of the opinion that 
transplantation of the duct into the duodenum should 
be the first operation tried. 

The third type of defect is more difficult to repair 
than the first two, largely because anastomosis of the 
duct at the hilus of the liver cannot be achieved with 
ideal technique. The insertion of a vitallium tube 
with the funnel end projecting into the stump of the 
common hepatic duct at the hilus and the lower end 
protruding into the common duct, as first performed 
by Clute, is the procedure of choice. 

When no remnants of the external duct can be 
found the problem of repair becomes much more 
difficult. The only possible method of repair is to 
anastomose the stump of the common hepatic duct 
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at the hilus of the liver to a loop of intestine. In- 
ability to obtain a good anastomosis and the lack of 
an appreciable amount of duct wall are largely 
responsible for the poor results in plastic procedures 
when no duct can be found. Cholangitis is the 
pathological lesion feared in any repair of this type, 
while an even greater danger is the development of 
multiple abscesses of the liver. The authors are of 
the opinion that in addition to the tendency for 
stricture formation to occur, reflux of food and 
intestinal secretion into the intrahepatic ducts is 
very important in the development of cholangitis. 
Therefore they attempted mechanically to prevent 
reflux of food up through the line of anastomosis into 
the liver by isolation of the area from the food 
stream. 

Two methods of reconstruction were employed 
to accomplish this: (1) anastomosis of the hilus 
stump to an arm of the jejunum after the Roux 
principle; and (2) attachment of the hilus to a loop 
of jejunum in which an anastomosis is performed 
between the two loops at a distance from the hilus 
anastomosis. Better results were obtained by anas- 
tomosis according to the Roux principle with the 
single arm of jejunum. The stump of the hepatic 
duct at the hilus is approached by staying close to 
the ventral surface of the liver and working from the 
lateral side. After the stump is located the jejunum 
is severed about 1 foot or more from the ligament of 
Treitz. The distal end is closed by inversion with a 
single line of continuous catgut suture. The end of 
the proximal loop is then anastomosed to the distal 
loop at least 2 feet from the end which is to be 
attached to the duct at the hilus of the liver. If the 
mesentery of the distal loop of jejunum is not long 
enough to permit approximation to the hilus of the 
liver without tension, an opening is made in the 
mesocolon and the arm of jejunum is drawn up 
through this opening. The opening of the common 
hepatic duct at the hilus is dilated to a size which 
will allow introduction of the funnel end of the 
vitallium tube. The right and left hepatic ducts 
can be located by probing and occasionally the duct 
wil be found to divide so close to the hilus that the 
ordinary tube will be blocked by the septum be- 
tween the ducts. Under such circumstances a tube 
with a Y-end should be used so that each duct is 
cannulated. A purse string suture of silk is placed 
around the end of the duct and the tube inserted. 
Tying the suture should anchor the tube securely. 
A purse string suture is then applied around the 
center of the line of closure at the end of the arm of 
jejunum. A small opening is made about 2 inches 
from the end of the jejunum and with a curved 
Pean forceps inserted into the jejunum and out 
through the closed end, the end of the vitallium tube 
is grasped and pulled into the end of the intestine. 
The purse string suture is then tied. Interrupted 
sutures anchor the end of the intestine against the 
hilus of the liver. Two or three valves or baffles are 
made in the arm of the jejunum to prevent upward 
reflux of the intestinal contents. 














istal 


long 
the 
the 
up 
mon 
hich 
the 
ucts 
luct 
the 
be- 
ube 
t is 
iced 
ted. 
ely. 
the 
n of 
shes 
ved 
out 
ube 
ine. 
yted 
the 
are 
ard 











SURGERY OF THE ABDOMEN 211 


Anastomosis of a loop of jejunum to the stump of 
the hepatic duct at the hilus requires less operating 
time than the anastomosis of the Roux type, but 3 
of 4 patients surviving this type of operation de- 
veloped chills and fever after a variable time. This 
type of anastomosis is not recommended unless an 
effective valve or baffle is placed in both arms of the 
loop, particularly on the proximal side. An entero- 
anastomosis must be made between the two loops of 
intestine at least 12 inches away from the anasto- 
mosis between the duct and the jejunal loop. 

The authors have inserted 14 vitallium tubes in 
the treatment of stenosis or absence of the common 
duct. In 5 cases the Roux-Y principle was used. 
The results in 4 of these 5 patients were from good 
to excellent. The results following the use of a loop 
of jejunum for the anastomosis were not so satis- 
factory and chills and fever were common. In 3 
patients the proximal loop of the jejunum was inter- 
rupted at a later operation, following which there 
was abrupt cessation of the chills and fever in 2 
patients. The operative mortality for 14 cases was 
14.3 per cent. 

It is concluded that the best operation in the type 
of patients in whom no common duct can be found 
is anastomosis of the stump of the hepatic duct to a 
single arm of the jejunum which is at least 24 inches 
long and the walls of which have been folded to 
produce valves or baffles. Prevention of obstruction 
by the use of a tube did not prevent the occurrence 
of chills and fever unless reflux of the food was pre- 
vented by the operative procedure. The vitallium 
tube has a definite place in reconstruction of stric- 
tures and absence of the common duct, but it is 
indicated primarily in patients in whom no common 
duct whatsoever can be found, and in patients in 
whom the common hepatic duct cannot be found. 

Joun L. Lrnpouist, M.D. 


Brunschwig, A., and Bigelow, R. R.: Advanced 
Carcinoma of the Extrahepatic Bile Ducts; 
Choleangiocholecystocholedochectomy. Ann. 
Surg., 1945, 122: 522. 


Seven patients presenting advanced carcinoma 
involving most of the extrahepatic bile passages and 
extending into the gall bladder, ‘and without ap- 
parent diffuse peritoneal spread or hepatic meta- 
stases, were subjected to radical resection of these 
ducts and of. the gall bladder. In one instance a 
portion of the head of the pancreas was also resected. 
The purpose was to ascertain if palliation might not 
be afforded in this rather hopeless condition if most, 
or all, of the macroscopic neoplasm was removed. 

The procedure, a choleangiocholecystocholedo- 
chectomy, was carried out under continuous spinal 
anesthesia supplemented by ethylene and ether, if 
necessary. It consisted of: 

1. A high midline or reverse-L incision. 

2. Aspiration of the gall bladder if necessary to 
facilitate access to the porta hepatis. 

3. Dissection of the gall bladder from the liver bed 
and if it was extensively involved by carcinoma, 


wedge shaped resection of a portion of the liver about 
the gall bladder. 

4. Application of hemostats to the gall bladder 
and traction upon it to elevate the mass in the porta 
hepatis. 

5. Isolation of the lower segment of the common 
duct behind the duodenum after mobilization of the 
— and head of the pancreas from the lateral 
side. 

6. Transection of the common bile duct behind the 
duodenum, and incisions into the head of the pan- 
creas to mobilize portions invaded by carcinoma. 

7. With the hemostat applied to the upper seg- 
ment of the transected common bile duct, dissection 
was carried out upward to free the involved extra- 
hepatic bile ducts from the surrounding areolar 
tissue. This is the most precarious stage of the 
operation because of the danger of opening the 
portal vein or hepatic artery. 

8. Transection of the right and left hepatic ducts 
at or just beyond their emergence from the liver, and 
removal of the specimen. 

9. Insertion of T-tubes or catheters so as to create 
a junction between one or both hepatic ducts and 
the common duct stump. 

Four patients survived the operation from 3 months 
to 1 year. The icterus cleared or was partially re- 
lieved in all. There was some palliation in all 4 
patients, but in 1 the general condition was deteri- 
orating. 

The results achieved by radical excision in these 
patients with advanced extrahepatic biliary duct 
carcinoma do not permit alteration of the very pessi- 
mistic outlook concerning this situation. Although 
icterus was ameliorated in those surviving the oper- 
ation, survival was probably not appreciably leng- 
thened. The possibility of a radical procedure in 
this region is demonstrated, and its performance in 
the presence of more localized carcinomas might 
increase the opportunity for more prolonged sur- 
vival of such patients. On the other hand, the 
frequency with which icterus may develop late in 
the course of this disease adds greatly to the diffi- 
culties of diagnosis at an early stage. 

Joun L. Liypquist, M.D. 


Wechsler, H. F., and Weimer, J. I.: Pancreatic 
Lithiasis. A Report of 2 Cases in Young 
Adults. Gastroenterology, 1945, 5: 181. 


The authors believe it is commonly accepted that 
pancreatic calculi are found only rarely before the 
age of 40, and that the condition is not usually con- 
sidered as a possibility among individuals in the 
younger age group. However, they report 2 cases, 
one in a white male 28 years of age, the other in a 
white male 27 years of age. Both patients presented 
roentgenological evidences of pancreatic lithiasis and 
both had a long history of digestive disturbances and 
abdominal pain, the symptoms beginning at the ages 
of 8 and 10 years, respectively. The nature of the 
disease is slow and progressive, and it is believed 
that the demonstration of calculi by x-rays suggests 
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that the symptoms had been present for a consider- 
able period of time. The etiology is unknown, and 
the authors state that alcoholism cannot be the sole 
cause of the disease. 

Both of the patients had suffered since childhood 
with intermittent attacks of upper abdominal pain 
associated with bloating, nausea, and vomiting. The 
pain was not relieved by eating, and it was aggra- 
vated by fried or greasy foods, and by a large meal. 
Between attacks, both patients complained of a dull 
soreness in the epigastrium, especially on arising in 
the morning. Neither of the patients had lost weight. 
There was no glycosuria nor jaundice, and no evi- 
dence of hypatic dysfunction. 

The roentgenological findings in both cases were 
classical and of the most common type of pancreatic 
lithiasis. It is emphasized that patients with this 
condition may have a history of abdominal symp- 
toms dating back to childhood. 

Emit C. RositsHex, M.D. 


Mascheroni, H. A., Reussi, C., and Clerici, L. E.: 
Failure of Surgical Treatment in a Case of 
Thrombophlebitis of the Splenic Vein (Trombo- 
flebitis de la vena splenica; fracaso del tratamiento 
quirurgico en una observacion). Rev. As. méd. ar- 
gent., 1945, 59: 1025. 


Thrombophlebitis of the splenic vein alone is 
quite rare. It may be primary, due to blood diseases 
or primary phlebosclerosis; it may be secondary, 
following compression by cysts or tumors, or from 
propagation of neighboring infections, such as puer- 
peral infection, appendicitis, or ulcer of the stomach; 
or it may be brought about by retardation of the 
circulation in general diseases such as cancer, ma- 
_ or tuberculosis, or in a local cirrhosis of the 
iver. 

It is important to differentiate between phlebitis 
of the splenic vein and that of the portal vein, be- 
cause surgery is indicated in the former and con- 
traindicated in the latter. In phlebitis of the trunk 
of the portal vein there is at first an ascites which 
later disappears, hemorrhages from the hemorrhoidal 
and possibly the splenic arteries, and a collateral 
circulation around the umbilicus. When these signs 
do not exist the phlebitis is probably splenic. There 
is apt to be repeated vomiting of blood in both 
forms. Diagrammatic sketches of the two forms are 
given. On opening the abdomen the surgeon should 
confirm the probable clinical diagnosis by examina- 
tion of the portal and splenic veins. 

Eppinger operated on 14 cases of phlebitis of the 
splenic vein with the following results: 4 patients 
lived more than 10 years, 3 lived more than 5 years, 
2 died soon after the operation, 2 died in the course 
of 2 years, and 3 were well a year and a half after the 
operation but were not examined further. 

The authors describe a case in a girl of 13 years 
who for several years had had repeated attacks of 
vomiting of clots of dark red blood. She was an in- 
tractable patient, and examination and treatment 
were difficult. On admission she had fever and a 
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splenic anemia with very great enlargement of the 
spleen, which decreased in size after each hemor- 
rhage and after the injection of adrenalin. Splenec- 
tomy was performed January 19, 1944. On February 
2, 1945 she began to have colicky abdominal pain, 
followed by copious hematemesis and a small rapid 
pulse. She died on the night of February 3. Histo- 
logical examination showed that there was throm- 
bophlebitis of the trunk of the portal as well as of the 
splenic vein. Aubrey G. Morcan, M.D. 


Bukh, H., and With, T. K.: Splenectomy in Chron- 
ic Nonleucemic Myeloid Splenomegaly, 
with Report of a Case with Osteosclerosis. 
Acta chir. scand., 1945, 92: 507. 


Chronic nonleucemic myeloid splenomegaly is 
briefly described, and a personal case in which 
splenectomy was performed is presented. 

The risk of performing splenectomy on false in- 
dications in this disease is stressed, and a survey of 
54 cases of chronic nonleucemic myeloid spleno- 
megaly from the literature in which splenectomy was 
performed is given. 

As the result of the operation in these cases very 
often is death and true benefit to the patient is sel- 
dom achieved, splenectomy should be carried out for 
this disease only on certain narrow indications. 

To avoid splenectomy on false indications, splenic 
puncture is necessary; it may be carried out with 
very small risk with the technique of Emile-Weil and 
his collaborators. In all cases of Banti’s disease 
(even apparently typical ones), in hemolytic jaun- 
dice, and in essential thrombopenic purpura, splenic 
puncture should be carried out before splenectomy is 
decided upon. 


MISCELLANEOUS 


Hudson, H. N. G.: Closed Intra-Abdominal Injury. 
Brit. M. J., 1945, 2: 419. 

Three cases of visceral injury resulting from three 
different types of blunt force to the abdomen are re- 
ported. In one instance the jejunum was ruptured 
as the result of a sharp glancing blow on the relaxed 
abdomen; in another case rupture of the full stomach 
by force of a powerful crushing nature was fatal. 
In the third case the spleen was ruptured as the re- 
sult of a sudden kick on the elastic overlying ribs. 

Wa_teR H. Napier, M.D. 


Ewing, W. M., and Betts, R. H.: Thoracoabdominal 
Injuries. Ann. Surg., 1945, 122: 793- 


Thoracoabdominal injuries have shown a uni- 
formly high mortality rate. Jolly reported a mor- 
tality of 61.5 per cent in 26 cases and Michels, in 
reviewing 83 cases from the Tunisian and Italian 
campaigns, found a mortality rate of 48 per cent. 
Inasmuch as recent reports of abdominal war 
wounds have shown a considerable decrease in mor- 
tality from the results of World War I, and thoracic 
injuries in the present war have not been fatal as 
often as formerly, the author believes that thoraco- 
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abdominal injuries should, likewise, show a reduction 
in mortality rate. 

A true thoracoabdominal injury signifies that the 
missile has traversed both the pleural and peritoneal 
spaces and has penetrated the diaphragm. The 
author believes that if separate missiles have entered 
each of the cavities and the diaphragm is intact, 
the condition should be termed a combined thoracic 
and abdominal injury. 

In a 10 month period during the Italian campaign 
in 1943 and 1944, 31 thoracoabdominal injuries were 
treated by a thoracic surgical team in a field hos- 
pital. The patients had been seriously wounded and 
could not safely be evacuated. Of the 31 patients, 
29 were operated on with 6 deaths, a mortality of 
20.7 per cent. Two were not operated upon. Of 
these, one was transferred to another installation. 
The second patient had a left thoracoabdominal in- 
jury, a right traumatic thoracotomy, traumatic 
amputation of the right arm, and a serious right 
thigh wound. In spite of 3,500 c.c. of blood and 500 
c.c. of plasma, the blood pressure never was attained 
and the patient died 5 hours after injury without 
coming to surgery. 

In 10 cases the lesion was on the right side, and in 
18 cases, on the left side. One case was bilateral, the 
same missile having traversed the abdomen and both 
pleural cavities. In the ro right-sided cases the liver 
was injured in every instance and was practically the 
only organ involved. The right kidney and adrenal 
were each injured once. Of the 18 left-sided cases, 
the spleen was injured in 10, the stomach in 8, the 
colon in 8, the liver in 7, the jejunum in 4, the pancreas 
in 2, and the adrenal in 1 case. In the patient with 
bilateral injury, the liver was the only abdominal 
organ involved. 

In 22 patients, the injuries were produced by 
fragments of high explosive shells or bombs, and in 7, 
by bullets. 

The authors state that sufficient evidence of 
thoracoabdominal injury to indicate operative inter- 
ference is in most instances unmistakable. Thoracic 
involvement is usually apparent—a through and 
through wound of the costal cage, or roentgeno- 
graphic evidence of an intrathoracic foreign body. 
Abdominal injury by a missile whose site of entrance 
is thoracic may be more difficult to determine. 
Perforating chest wounds may leave doubt as to the 
presence or absence of peritoneal perforation. Pene- 
trating missiles must be located by posteroanterior 
and lateral x-rays. 

In questionable cases, physical signs are of little 
aid. Abdominal pain and rigidity are so often 
present in thoracic cases that they cannot be relied 
upon. Peristalsis suggests that injury to a hollow 
viscus has not occurred, but occasionally it is present 
in patients with abdominal injury confined to the 
liver or spleen, or the large bowel. Pneumothorax 
and pneumoperitoneum as diagnostic aids are not 
practical for the acute phase. 

It is just as necessary to explore any doubtful 
thoracoabdominal injury as it is every questionable 
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abdominal penetration. Even if no hollow viscus is 
penetrated, a damaged spleen may be fatal, or an 
overlooked perforation of the liver may cause a bile 
empyema. Any missile larger than 3 mm. in the liver 
may produce enough damage to warrant exploration. 

The choice of surgical approach depends on three 
factors: (1) whether more extensive damage is ex- 
pected in the chest or in the abdomen; (2) whether 
the damage can be repaired easier from above or 
below; and (3) the personal choice of the physician, 
which is dependent upon his training and experience. 

The advantages of the transthoracic approach 
are: (1) if there is much thoracic damage as well as 
abdominal damage, the thoracic part cannot be done 
from below; (2) certain upper abdominal lesions are 
more easily handled through the diaphragm; (3) 
diaphragmatic repair is best accomplished trans- 
thoracically; (4) it permits exteriorization of the 
colon through a subcostal gridiron incision, at a 
greater distance from the operative incision than if a 
celiotomy is done; (5) postoperative pain is less 
severe from a thoracotomy than from a celiotomy; 
(6) the patient can be carried in light anesthesia as 
abdominal relaxation is not necessary; (7) although 
not apparent at first, considerable damage to the 
intrathoracic organs may be present. 

Two factors favor the abdominal approach: (1) it 
is indicated to repair lesions of the lower ileum, 
cecum, ascending, lower descending, sigmoid, and 
hepatic flexure of the colon, and (2) if the thoracic 
disturbance is minimal and operative interference is 
not indicated, abdominal exploration prevents enter- 
ing another serous cavity. 

Certain lesions are best done from above and 
others from below. The author believes that all 
questionable cases should be done from above, and 
that one should not hesitate to do both a celiotomy 
and thoracotomy. He opposes division of the costal 
cage to extend a thoracotomy incision on to the 
abdomen, as it makes an unstable chest and increases 
the chance of postoperative pneumonia. 

It is important to secure an air tight closure and 
stable thoracic cage, complete and rapid re-expansion 
of the injured lung, and maintenance of a clear tra- 
cheobronchial passage during the postoperative pe- 
riod. If a surgeon cannot accomplish these objec- 
tives, he should use the abdominal approach. 

A skilled anesthetist is a must for thoracoceliot- 
omies and the use of an endotracheal gas-oxygen- 
ether closed system is the author’s choice. 

For a thoracotomy incision, the author uses the 
eighth to the tenth rib, depending on the exposure 
desired. 

Careful closure of the diaphragm is essential, and 
the author suggests a two-layer imbrication with 
interrupted cotton or silk sutures. 

Temporary paralysis of the phrenic nerve by 
crushing enhances healing, and the author has ob- 
served no untoward pulmonary complications at- 
tributable to the diaphragmatic paralysis. 

Liver lesions should be packed and drained sub- 
costally in such a manner as to provide dependent 








drainage. 
peritonitis. 
Closure of the chest and lung re-expansion are of 
basic importance in a transthoracic procedure, and 
the author discusses his method of chest closure. In 
some cases the chest is drained under water, usually 
by 2 catheters, one anteriorly and one posteriorly in 
the second interspace. If not drained, the patient 
must be frequently examined and any accumulation 
of air or fluid must be aspirated. In the present 
series, the average number of aspirations in drained 
cases was 2.3, while in the undrained cases it was 
0.8. The author does not drain except in unusual 
cases, and he has found that complete early lung 
expansion is more often achieved without drainage. 
There are 3 important points in regard to the 
postoperative care of the thoracic phase of thoraco- 
abdominal injuries. The first is removal of air and 
fluid in the chest until complete lung expansion is 
achieved. The second problem is that of the removal 
of bronchial secretions, in many by bronchoscopy, at 
the completion of operation. This was done in 23 of 
the 29 cases. In the ward, signs of excessive bronchial 
secretion should be combated by supporting the pa- 
tient’s chest to make coughing more effectual. If 
this is not effective, tracheal aspiration by catheter is 
tried, and, as a last resort, bronchoscopy. So im- 
portant is this postoperative treatment that the 
author feels all members of the thoracic surgical 
team should be competent bronchoscopists. The 
third factor is the control of postoperative pain 
which should not be severe in a thoracoceliotomy 
when the intercostal nerves have been paralyzed. 
Pain is better controlled by paravertebral inter- 
costal nerve block than by resorting to morphine. 
Of the 6 fatal cases, 1 patient died of uremia on the 
third postoperative day. At necropsy this patient 
had a large infarct of the kidney. One patient died 
during bronchoscopy after operation, probably of 
“‘vagovagal reflex’; 1 died on the second postopera- 
tive day of a fulminating pneumonia; another died of 
strangulation on the ward; the fifth patient died of 
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uremia on the third postoperative day. The last 
fatality, in a patient with a right pneumothorax, a 
left thoracoabdominal injury, a spleen injury, and 
transection of the jejunum and colon, occurred on 
the operating table. The patient was in severe 
shock with gross contamination of the pleural and 
peritoneal cavities, and failed to survive the opera- 
tion even with adequate blood replacement. 

The average time-lag from injury to operation 
was 8 hours for the fatal group and 11.4 hours for the 
nonfatal group, which would indicate that probably 
the more severely wounded died before reaching any 
medical installation. 

Three of 8 patients with colon injuries died 
(37.5%), but in only 1 patient was this the primary 
cause of death. Five of the 18 patients with left- 
sided lesions (27.1%) died as compared with the 
figure of 9.1 per cent for the death of the 9 with 
right-sided lesions. These figures mirror the in- 
creased seriousness of left-sided lesions. 

The death rate increases with the number of ab- 
dominal organs injured. One death in 15 (6.6%) oc- 
curred in this series when one viscus was injured, 
while 5 deaths in 14 (35.7%) occurred when 2 or 
more abdominal organs were injured. 

From these cases the author draws the following 
conclusions: 

1. An expert physician anesthetist experienced in 
administering intratracheal anesthesia is invaluable 
for the proper function of a surgical team treating 
thoracoabdominal injuries. 

2. Fatalities rarely occur on the operating table. 
They are usually the result of postoperative pul- 
monary complications necessitating tracheal or 
bronchial aspiration by catheter or bronchoscopy. 

3. Pulmonary re-expansion after a thoracic opera- 
tion is of utmost importance and must be pursued 
vigorously until the end is attained. 

4. Prolongation of the time interval from injury 
to operation is not as significant in respect to 
mortality as are the factors of proper anesthesia and 
postoperative care. Rosert R. BIGELow, M.D. 
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GYNECOLOGY 


UTERUS 


McLennan, C. E.: Results. of Various Types of 
Treatment in Adenocarcinoma of the Endo- 
metrium. Am. J. Obst., 1945, 50: 254. 


The results of treatment in the University of 
Minnesota Hospital of 225 patients with adenocar- 
cinoma of the uterine corpus have been reviewed. 
One hundred and eleven of these were seen more 
than five years ago. No patient has been lost in the 
follow-up program. 

The absolute 5 year cure rate has been 45 per 
cent, including certain patients previously treated 
elsewhere. The exclusion of the latter patients does 
not improve the end-results. 

Poor results are shown to follow the routine use 
of radium and x-ray alone. Certain patients so 
treated may be salvaged even many years later by 
hysterectomy for recurrent or persistent carcinoma. 

Good results have followed the use of total hys- 
terectomy, with or without preoperative or post- 
operative irradiation. 

Since the beginning of 1939, only 53 per cent of 
the patients have been able to go through a planned, 
standardized routine of treatment. The reasons 
which necessitated modifying the standard therapy 
are shown in detail. Approximately 70 per cent of 
the patients were given what might be termed ade- 
quate treatment, in the sense that total hysterec- 
tomy was performed. 

In the past 5 years only 1 patient of the group 
receiving routine or standardized treatment has died 
of recurrent carcinoma. 

The operative mortality for the entire series has 
been 5.8 per cent, or 3 per cent, corrected. The 
results in terms of immediate morbidity and mor- 
tality in 38 patients who were given full-tolerance 
doses of deep x-ray preceding intrauterine adminis- 
tration of radium and hysterectomy were undesir- 
able. It is suggested that preoperative deep x-ray 
therapy will add nothing to the ultimate cure rates. 

No conclusions can as yet be drawn from recent 
experience with the intrauterine administration of 
radium and total hysterectomy in 4 to 6 weeks. 

The final results in the treatment of carcinoma of 
the uterine corpus are predetermined to a consider- 
able extent by the nature of the material presented 
for therapy, in terms of metastases, medical and 
surgical complications, age, weight, and nutritional 
status. Epwarp L. CorneELt, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Breyfogle, H. S.: Death from Air Embolism fol- 
lowing Insufflation. J. Am. M. Ass., 1945, 129: 
342. 


The author reports the fourth case of air embolism 
resulting from vaginal insufflation during pregnancy. 
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Previously, 1 case from Canada and 2 cases from 
England have been reported in the literature. 

In the present case 1 per cent of silver picrate in 
kaolin was insufflated, with a Shelanski insufflator, 
into the vagina of a woman who had been pregnant 
for a period of seven months. In 5 minutes the pa- 
tient developed pallor, dyspnea, cyanosis, and sud- 
den collapse. Twenty minutes following the onset of 
the symptoms, the patient died. 

Postmortem examination revealed gas bubbles in 
the right auricle and ventricle of the heart, edema 
and congestion of the lungs, with an infarct in the 
left lower lobe of the left lung. 

It is supposed that air entered the systemic venous 
circulation at the site of the placental implantation 
and was carried directly to the right cardiac auricle. 

Some experimental work was carried out, and it 
has been estimated that under positive pressure 
500 c.c. or more of air was injected into the pregnant 
uterus within a brief interval, thus producing the 
fatal air embolus. CaTHERINE B. Hess, M.D. 


MISCELLANEOUS 


Clayton, S. G.: Carcinoma of the Female Urethra 
(Review of the Literature and Report of 3 
Cases). J. Obst. Gyn. Brit. Empire, 1945, 52: 508. 


Urethral carcinoma appears to be more common 
in the female than in the male; Nichol stated that 
149 cases had been reported in males and 262 cases 
in females. Hamann and Goebel found that it ac- 
counted for 0.16 per cent of gynecological carci- 
nomas, but Menville found only 1 instance among 
43,000 gynecological cases. 

Urethral carcinoma is usually a disease of the 
postmenopausal woman, the average age in 109 
cases being 53 years. 

The disease is mostly seen in parous women, and 
following Ehrendorfer most authors have mentioned 
trauma or chronic inflammatory processes as etio- 
logical factors. Urethral caruncle is sometimes sus- 
pected to be a predisposing lesion, but in view of the 
frequency of occurrence of caruncle, it is hard to be 
sure that the supposed relation is not merely that 
of chance. 

Whitehouse divided the cases into urethral and 
vulvourethral types, and the latter are found about 
twice as often as the former. Whitehouse’s account 
of the gross pathology is still one of the most valu- 
able, and it is difficult to add much to his description. 

Urethral carcinoma. This is seen in two common 
forms: (1) in the usual form the growth appears as a 
malignant ulcer in the urethra] floor, most often in 
the distal urethra, and (2) the less common form is 
that of periurethral induration, extending for some 
length along the urethra, with late ulceration. 

Vulvourethral carcinoma. This occurs in 3 forms: 
(1) a vascular papillomatous nodule at the posterior 
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margin of the urethral orifice; (2) a nodule that 
breaks down to an ulcer in the vestibule; and (3) a 
scirrhous induration around the urethral orifice. 

On microscopical examination the neoplasms are 
found to be of various types: squamous cell carci- 
noma, columnar cell carcinoma (both simple and 
adenocarcinoma), mucoid carcinoma, and undiffer- 
entiated types. In most of the series the squamous 
cell carcinoma predominates. 

Menville has stressed the similarity of the growths 
to neoplasms of the bladder. 

Urethral carcinoma does not produce much dis- 
comfort in the early stages, and, even after severe 
symptoms appear, there is often so much delay 
before advice is sought that extension to the bladder, 
vagina, or lymph nodes may have already occurred 
when the patient is seen. 

Perhaps the most common of the early symptoms 
is painful micturition. Difficult micturition or re- 
tention may occur; in other cases, frequency. 
Bleeding is a common symptom, more especially 
with micturition. Local tenderness and dyspareunia 
also occur with the more superficial growths. Some 
of the patients may report a swelling in the region 
of the urethra. 

On examination the growth may be seen project- 
ing from the urethral orifice, or in other cases it may 
be felt per vaginam as a line of induration along the 
urethra. Enlarged inguinal glands are found in 
about 20 per cent of the cases at the first examin- 
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ation. Biopsy is the final and essential step in 
diagnosis. 

As regards the primary tumor, the choice between 
surgical excision and irradiation is obviously affected 
by the position and extent of the growth. If the pos- 
terior urethra is involved the growth can be excised 
only at the cost of permanent incontinence. Irradi- 
ation has less operative risk, although there is a 
possibility of both fistula formation and stenosis. 
The radiosensitivity of the growth varies with its 
type, and although it is generally stated that the 
squamous cell types are sensitive, there is less agree- 
ment about the columnar cell types. 

As regards the inguinal glands, there is the same 
choice between surgical excision and irradiation, and 
also there is fairly general agreement that surgery 
offers the best results. The nodes are often infected, 
and the overlying skin may not tolerate the large 
doses of radiation necessary to reach the glands in 
their fatty bed. 

The results in general are disappointing. Sparks 
and Parsons, for example, found only 15 survivors 
among 1109 patients after 3 years. Taussig reported 
14 cases, and in 2 of these the disease was too ad- 
vanced for treatment. Of the 12 patients treated, 
8 were subjected to irradiation, with only 1 survival, 
and 3 were treated by excision of the primary growth 
with Basset gland dissection; all 3 survived. 

Three cases are reported. 

DANIEL G. Morton, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Greene, G. G.: Abdominal Pregnancy; 3 Cases Near 
or Past Term and 1 Case of Early Abdominal 
Pregnancy. South. M.J., 1945, 38: 747. 


In abdominal pregnancy the problem of delivering 
the fetus is usually simple but that of delivering the 
placenta requires a difficult decision. There are three 
methods of approach: namely, (1) marsupialization 
of the placenta; (2) removal of the placenta; and 
(3) leaving the placenta in place. The first has been 
discarded by most experienced obstetricians of today 
because of the greater risk of infection in a wound 
which may be open for many weeks. Removal of 
the placenta places both the patient and the operator 
in a dangerous position. On first inspection of the 
placental attachments, one may think that the pla- 
centa can be removed with ease, and find, too late, 
that there is an unsuspected attachment which in- 
volves a vital area. Such meddlesome surgery may 
cost the life of a patient who could have been spared. 

The 3 cases of advanced abdominal pregnancy 
presented bring out what seems the most desirable 
method of caring for the placenta. In these the cord 
was cut short and tied. As much of the membrane 
as could be removed was cut away. The placenta 
was left intact and the abdomen closed tightly with- 
out drains. Complications may arise and it may 
even be necessary to do a second operation for re- 
moval of the placenta, but this can be done with 
greater security later, as the placenta will be in a 
degenerative stage and possibly detached and lying 
free in the!abdominal cavity. Occasionally suppura- 
tion*may occur, but this can be taken care of by 
simple drainage. 

Since hemorrhage is a primary consideration what- 
ever the approach, the patient should be thoroughly 
fortified against it prior to operation. Anspach and 
others have agreed that the optimum time for opera- 
tion is from 6 to 8 weeks after the fetus is known 
to have expired. This, of course, is desirable if the 
placenta is to be removed but does not seem neces- 
sary in most instances. The placenta will be absorbed 
by the body if the “hands off” policy is followed. 

Abdominal pregnancy can be diagnosed with less 
difficulty if one suspects it in any case which “does 
not seem just right.” 

X-rays are very valuable when used in advanced 
abdominal pregnancy, especially when a diagonal or 
other peculiar position of the fetus is noted. 

Alertness of the obstetrician and early diagnosis 
may save more infants. Dantet G. Morton, M.D. 


Greene, G. G.: A 7 Year Review of Eclampsia, with 
Special Reference to Treatment with Veratrum 
Viride. Am. J. Obst., 1945, 50: 427. 

Of the 150 patients in this review, 104 were primi- 
gravidas. This ‘group of cases revealed that true 
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eclampsia is far more frequent in the women in whom 
chronic kidney damage has been present for some 
time. Veratrum viride is not of much value. In 
more than half of the patients, the eclampsia began 
in the antepartum period. 

During these 7 years, every method of treatment 
known seemed to have been given a chance at one 
time or another. 

In the year 1937 many cesarean sections were 
done. It was in this year that the mortality reached 
its highest peak. Nine sections were done in 20 cases 
(45 per cent) that year. Seven of the 9 patients ex- 
pired. Five of the 7 were treated in the hospital for 
only 24 hours or less before operation was performed. 
All of these expired. This emphasizes the urgent 
need for control of the eclampsia before any opera- 
tive measure is attempted. 

Fifteen cases were seen from 1941 to 1942, in- 
clusive. Fourteen of these received veratrum viride. 
All of the patients recovered. The patients are 
treated without giving them any morphine or bar- 
biturates. Paraldehyde per rectum is the choice 
method of anesthesia. It was found that after treat- 
ment had been started, 50 per cent or more of the 
patients did not continue to have convulsions, or at 
most they had only 2 convulsions, and in a short 
period of time they were rational and responding to 
questions. 

No attempt at delivery should be made until the 
convulsions have been controlled and the patient is 
rational for one or two days. A number of these 
cases will go into labor spontaneously during this 
period; if not, the induction of labor can be ac- 
complished by the simpler methods, with drugs or 
some minor operation such as rupturing of the mem- 
branes. A very small number of cases may not 
respond to any of these. If the patient is a primipara 
near term, with a closed, thick cervix, cesarean sec- 
tion can be considered and performed rather safely, 
provided the eclamptic state has been controlled for 
a time, but the patient is beginning to show evidence 
of returning to her former condition by a rise in 
blood pressure, an increase in albumin, and casts in 
the urine. The author does not like to use bag in- 
ductions in primiparas for this or any other reason. 

Eclampsia is a complication of pregnancy pre- 
valent mostly among the young negro women in the 
South as the result of improper prenatal care. 

Epwarp L. CorNeELL, M.D. 


Macafee, C. G. H.: Placenta Previa; A Study of 174 
Cases. J. Obst. Gyn. Brit. Empire, 1945, 52: 313. 


Since 1937 all cases of antepartum bleeding ad- 
mitted to the Belfast Royal Maternity Hospital 
have been treated under the direct supervision of the 
author. In this article he reports the results of the 
treatment of 174 cases of placenta previa which were 
classified as to location as follows: Type I (low-lying), 
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TABLE I. METHODS OF DELIVERY 
No. Still- 
of births or Per 
cases deaths cent 

Artificial rupture of membranes 52 7 13.4 
A.R.M. and Willett’s forceps. . . 19 9 47-4 
Sates er pean 22 17 77.3 
Cesarean section............. 68 2 2.9 
DN Soeuvcewes ea thae reas 6 5 83.3 
BR has S25. tout measure oes 7 I 14.3 


50; Type II (marginal), 37; Type III (partial), 46; 
and Type IV (complete), 41. 

The physician who first sees a patient with pla- 
centa previa is responsible for getting her to a hos- 
pital where suitable treatment can be administered. 
The type of placental implantation can be deter- 
mined and the program for treatment outlined only 
after careful vaginal examination. The time when 
the vaginal examination is made, however, is of 
utmost importance to the final outcome for the 
baby. Since many cases of placenta previa manifest 
themselves early in the last trimester of pregnancy 
and since most of the infant deaths are due to pre- 
maturity, delay in treatment, to allow the baby to 
grow, should increase the survival rate. The author 
contends that severe hemorrhage, particularly in 
primigravidas, and further separation of the pla- 
centa usually follows vaginal examination, and cites 
several cases of “silent” previas discovered at 
cesarean section for other conditions. The small 
hemorrhages which may occur from time to time in 
the unexamined patient are of little consequence. 

If the initial bleeding occurs near term no time 
should be lost in initiating treatment, but several 
patients were observed from 1 to 14 weeks before 
being examined. The average birth weight of the 
infants in the first 47 cases, delivered at the time of 
the first bleeding, was 5 pounds 2 ounces with a fetal 
mortality of 47 per cent, and in the last 47 cases, 
observed and examined later, 6 pounds 12 ounces 
with a mortality of 6 per cent. The total fetal mor- 
tality rate was 23.5 per cent, as compared to 51.3 
per cent for the previous 4 years. 

The author states that the site of the insertion of 
the umbilical cord into the placenta is of importance 
in fetal survival. If the cord is inserted low the baby 
is likely to die, whereas it usually will survive if the 
cord is attached high, on the portion of the placenta 
which remains adherent to the uterine wall. 

The methods of delivery with the associated fetal 
mortality are outlined in Table 1. The lower seg- 
ment cesarean section is preferred, but care should 
be taken that the placenta is located before the 


uterine incision is made so that it is not incised.’ 


J. Ropert WIttson, M.D. 


Vartan, C. K.: The Behavior of the Fetus in Utero, 
with Special Reference to the Incidence of 
Breech Presentation at Term. J. Obst. Gyn. Brit. 
Empire, 1945, §2: 417. 

Studies show that spontaneous cephalic version 
from a breech presentation normally occurs during 
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pregnancy. It was formerly thought that breech 
presentation occurred most commonly when there 
was a decrease in size of the pelvic cavity, but ob- 
servation of the cases shows that the factors 
which prevent spontaneous version are the real 
etiological factors which persist to term. 

Three theories formerly held to explain why 
cephalic rather than breech presentation occurs are 
contradicted: 

1. The statement that the smaller circumference 
of the breech at .term causes it to present in a small 
pelvis rather than the head is refuted by the ob- 
servation that presentation is decided long before 
the fetus attempts to enter the pelvic brim. 

2. The theory that the smaller circumference of 
the fetus adapts itself to the small end of the uterus 
is refuted by the observation that the uterus at term 
is not pyriform, especially in the multigravida or in 
hydramnios. 

3. The argument that gravity causes the head to 
present rather than the lighter breech is refuted by 
the observation that breech presentation is much 
more common early in pregnancy than later, and 
that the woman’s upright position is not constantly 
maintained. 

One thousand cases of breech presentation occur- 
ring during some period of pregnancy were observed 
in a series of 3,875 patients. Breech presentation is 
regarded as a common occurrence up to the thirty- 
fourth week of pregnancy, with spontaneous cephalic 
version between the thirty-first and thirty-third 
weeks in most cases. In this series spontaneous ceph- 
alic version occurred in 680 of 1,0c0 cases. The influ- 
ence of parity on spontaneous version is unimportant; 
in this series the incidence was equal in primiparas 
and multiparas. Reversion seldom follows spontane- 
ous version; it occurred in this series in only 25 
women, most of them primiparas, of which 5 
underwent a second spontaneous version. External 
version has a higher reversion rate than spontaneous 
version; of 330 cases in which external version was 
done 22 per cent (77 cases) had a reversion to breech 
presentation. Other observers have arrived at figures 
of 33.3 and 21 per cent. External versions performed 
after the thirty-third week show a lesser tendency 
to reversion than those done earlier; among 22 per 
cent of failed versions in this series, 36 cases pre- 
sented by the breech at birth, 28 had spontaneous 
reversion and 13 were reverted by the obstetrician. 
The majority of persistent breech presentations 
show an extended attitude at term; a small propor- 
tion show very little liquor (in this series 3%) ; most 
of them occur in primiparas (31 in this series). 

Spontaneous podalic version occurs occasionally; 
it was observed in 134 cases (3.4% of the total of 
3,875) and in 45 of these it occurred as an initial 
movement, one-fourth of the cases readjusting them- 
selves. No organic or other factor was suggested as 
influencing spontaneous podalic version. External 
podalic version was performed in 2 cases of the total 
of 85 breech presentations at birth. In 11 of the 32 
unheralded breech deliveries the infant was stillborn. 
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Patients should be informed that the breech 
presentation is normal at a certain stage in the preg- 
nancy; furthermore, it should be realized that spon- 
taneous version occurs in 3 out of 5 patients. The 
cause of spontaneous version is not as easy to explain 
as the cause of its nonoccurrence. It apparently 
happens that spontaneous version does not occur 
(1) when the fetus is abnormal or premature, (2) 
when there is little liquor, (3) when the limbs are 
extended, and (4) when twin fetuses mutually 
prevent each other from turning. 

In performing external version one must induce 
the fetus to undo its extension and then to turn it 
rather than to attempt to force around an inanimate 
object of the wrong shape. Gentle cephalic pressure 
will induce vigorous movements and often undo the 
extended attitude. Gentle pressure on the facial 
aspect and backward turning is often successful 
when forward version fails, and may be repeated 
weekly or oftener. Anesthesia is inadvisable and 
unlikely to help in most cases. Accidental hemor- 
rhage at the time of version is very rare. The in- 
cidence of death because of dystocia in breech 
delivery is no higher than in the case of vertex 
delivery.The mortality rises when a difficult delivery 
is added to a breech presentation, and no woman 
with a large baby in persistent breech preseritation 
in the extended attitude should be allowed to de- 
liver herself. 

Skiagrams have been most valuable in breech 
cases for determining the fetal attitude and the 
amount of liquor, and therefore have aided in the 
subsequent management of the case, whether it be 
induction of premature labor or caesarean section 
at term. Puitie B. Cuase, M.D. 


O’Driscoll, D.T.: Acute Hydramnios. A Brief Sur- 
vey of the Recent Literature, with the Report 
of a Case Simulating Concealed Accidental 
Hemorrhage. J. Obst. Gyn. Brit. Empire, 1945, 52: 
496. 


Acute hydramnios has been reported go times in 
the literature. The cause is still unknown. The 
amniotic fluid is generally regarded as of dual origin. 
On the maternal side the fluid comes from the blood 
plasma and is probably changed by its passage 
across the placenta and amnion. The amnion is 
capable of true secretory activity. The fetus probably 
contributes by urinary secretion and by transuda- 
tion from the fetal surface and umbilical cord. Under 
normal conditions the fetus also probably helps to 
regulate the amount by its constant swallowing of 
liquor with the subsequent passage of excess fluid 
into the fetal circulation and across the placenta 
into the maternal blood stream. 

In hydramnios, therefore, pathological conditions, 
both on the maternal and on the fetal side may be 
etiological factors. 

Analysis of the last 40 cases of acute hydramnios 
that appeared in the literature revealed the following 
associated conditions: 8 cases with twins, 7 cases 
with anencephalus, 2 cases with teratoma of the 


neck, 1 case each with multiple deformities, atresia 
of the esophagus, congenital adenoma of the lung, 


-and hydrocephalic anophthalmic monster. The con- 


ditions present in the mothers were: ascariasis, 
appearing acutely in puerperium, diabetes mellitus, 
and eclampsia. 

In this article, the author reports 1 case of acute 
hydramnios simulating concealed accidental hemor- 
rhage. The patient was delivered of a stillborn 
anencephalic fetus. 

The case is of particular interest because the 
patient presented a typical picture of concealed ac- 
cidental hemorrhage. Not until the membranes were 
artificially ruptured and the amniotic fluid was 
forcefully extruded was the diagnosis made. The 
symptoms were sudden severe abdominal pain with 
vomiting. On admission to the hospital, the patient 
looked pale and shocked. The abdomen was ex- 
tremely tense, hard, and tender; occasional painless 
contractions were palpable. Rectal examination 
revealed the cervix to be closed. The uterus reached 
to two fingers below the xyphoid. 

The main points in the differential diagnosis be- 
tween acute hydramnios and concealed accidental 
hemorrhage are: (1) the duration of the symptoms, 
with a slower onset in hydramnios; (2) abdominal 
enlargement, greater in hydramnios; (3) ballotte- 
ment will favor a diagnosis of hydramnios; (4) in- 
vestigation of the previous history; (5) abdominal 
puncture of the uterus by a fine needle (Courtois). 

Other conditions requiring differentiation are 
ovarian cysts, ascites, and multiple pregnancy. 

The treatment of acute hydramnios is usually 
conservative. If the fetus is normal, an effort is made 
to carry the pregnancy to term. This can be done 
occasionally by frequent decompression of the uterus 
by the technique of Courtois. If the pregnancy is at 
term or the fetus is deformed, labor may be induced. 

Draining of the fluid, either through the abdomen 
with a needle or by rupture of the hind waters with 
a Drew-Smythe catheter, is recommended by the 
author as a desirable method of inducing labor. 

The author concluded that acute hydramnios 
occurs in patients who would develop hydramnios 
in any case, but because of the introduction of 
an additional factor the symptoms arise acutely. 
The additional factor is a uterine musculature that 
is oversensitive to undue stretching, caused by the 
presence of an extra amniotic sac or trauma. 

Harry Frietps, M.D. 


Burch, A. E.: The Association of Erythroblastosis 
Fetalis and Accidental Antepartum Hemor- 
rhage. J. Obst. Gyn. Brit. Empire, 1945, 52: 463. 


It is concluded from the evidence in two series of 
cases that Rh negative women are abnormally 
prone to have accidental antepartum hemorrhages. 
It is also postulated from the series that the ensuing 
placental damage may be the factor which produces 
erythroblastosis in the offspring by allowing the 
transplacental passage of antigen and agglutinogen. 
In 2 of 3 cases of erythroblastosis fetalis in the Queen 








220 





Charlotte Hospital series reported, there was an 
associated premature placental separation and ante- 
partum hemorrhage; the association of two such 
rare conditions seemed significant although the 
number of cases was small. 

Among the 1o cases of accidental antepartum 
hemorrhage reported from St. Alfege’s hospital, 5 of 
the women were Rh negative and had Rh positive 
husbands, and 3 had anti-Rh agglutinins. Three of 
these women had a hemorrhage just prior to de- 
livery, and 1 of them had a jaundiced baby, 1 gave 
birth to a child with gross hydrops, and the third 
had a stillbirth. Two of the women had a hemor- 
rhage some weeks before delivery and both had still- 
births. In all but 1 of the cases there was an asso- 
ciation between (1) the time between delivery and 
bleeding, (2) the severity of the erythroblastosis, and 
(3) the titer of the agglutinins. This suggests possibly 
the advisability of an early induction of labor when 
agglutinins are present in the mother in order (1) to 
prevent hemorrhage in the mother or (2) to prevent 
erythroblastosis in the infant, but this must be 
balanced against the risk of prematurity. 

The importance of the Rh testing of mothers is 
stressed especially because Rh negative mothers are 
prone to have hemorrhages on account of their 
isoimmunization and run the risk of incompatible 
transfusions. 

In explaining the disproportionately low incidence 
of erythroblastosis in the offspring of even Rh 
negative women, authorities are quoted as stating 
that (1) many marriages are childless or produce 
only 1 child; (2) there is a variable potency of the 
Rh antigen in the infant which produces agglutinins 
in the maternal blood; (3) there is a variable ability 
of the placenta to prevent the passage of the antigen; 
(4) there is variable maternal response to the intro- 
duction of the Rh antigen into the blood stream; and 
(5) there is a variable ability of the placenta to 
prevent the passage of the agglutinins. 

Patuip B. Cuase, M.D. 


Soloway, H. M.: Control of Syphilis in Pregnant 
Women. J. Am. M. Ass., 1945, 129: 500. 


The Illinois Department of Public Health has re- 
ported the results of its plan for the prevention of 
congenital syphilis. 

The plan calls for a blood specimen from every 
pregnant woman to be sent to an approved labora- 
tory for serologic examination. The report is sent to 
a central agency which contacts the family physi- 
cian. Information in regard to treatment as well as 
the necessary drugs are provided if so desired. In 
addition, every facility to assure adequate treatment 
and follow-up is provided for the physician. 

Adequate information was available in 1,448 cases. 
In the remaining 243 it was considered inadequate 
for a variety of reasons. 

The most significant finding was the relationship 
of the outcome to the onset of treatment. When 
treatment was started before the end of the fourth 
month the total fetal loss was 6 per cent. Treatment 
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delayed until the fifth month yielded a fetal loss of 
17 per cent. Beyond that time the fetal loss reached 
49 per cent, and in the absence of treatment it in- 
creased to 73 per cent. 

Reactions to antisyphilitic treatment seemed in- 
significant. There were no fatalities, although 21 
serious reactions were reported. 

This report stresses the well known fact that con- 
genital syphilis can be prevented by early diagnosis 
and adequate treatment. In prevention of congenital 
syphilis the emphasis should be placed on early de- 
tection. This can be accomplished if the patients 
are educated to seek early prenatal care and if the 
physician does a routine serologic test. Once the 
disease is diagnosed every effort must be made to 
carry out adequate treatment and follow-up studies 
on both the mother and child. 

James F. DonnELLy, M.D. 


Hudson, G. S., and Rucker, M. P.: Spontaneous 
Abortion. J. Am. M. Ass., 1945, 129: 542. 


Statistics on the frequency of spontaneous abor- 
tion vary widely. This study covers 1,000 consecu- 
tive obstetrical cases in which there were 108 abor- 
tions of all types. When the 12 therapeutic and 2 
criminal abortions were subtracted there remained 
94 spontaneous abortions, an incidence of 9.4 per 
cent. 

The incidence was then noted in relation to certain 
factors and compared to the anticipated incidence 
of spontaneous abortion. 

In patients who had had previous children or abor- 
tions, the incidence was higher. An increase was 
noted also in obesity, pelvic inflammatory disease, 
retrodisplacement, fibroids, hypothyroidism, dia- 
betes, in women who used tobacco, and in women 
who gave a history of previous sterility. The in- 
crease was particularly prominent in the last four 
mentioned instances. 

Factors which the authors stated had no effect on 
the incidence were the marital status, syphilis, acute 
upper respiratory infections, and falls. 

James F. DonnELLy, M.D. 


LABOR AND ITS COMPLICATIONS 


Mandel, H. S., Graff, S., and Graff, A. M.: Placen- 
tal Senescence and the Onset of Labor. Am. J. 
Obst., 1945, 50: 471. 


Estimation of the nucleocytoplasmic ratio reveals 
that the placenta ages in a uniform and continuous 
manner, from approximately 8.6 per cent at 2 
months to 3.6 per cent at term. The growth of the 
placenta conforms to theoretical and statistical laws 
of growth. The toxemias of pregnancy have no 
effect upon the placental age as measured by the 
nucleocytoplasmic ratio. Death of the fetus in utero 
lowers this ratio, i.e., causes increased aging, prob- 
ably by some autolytic process. 

There is no correlation between placental senes- 
cence and the onset of labor. 

Epwarp L. Corne.L, M.D. 
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PUERPERIUM AND ITS COMPLICATIONS 


Fulton, A. A.: Vitamin C and Lactational Mastitis. 
Brit. M. J., 1945, 2: 488. 


Of 2 Scottish clinics for pregnant women, desig- 
nated by the author as clinic A and clinic B, respec- 
tively, each served about half of the town, and there 
was no distinction among the patients received as to 
social status or other condition. The group of pa- 
tients attending clinic A, who received ascorbic acid, 
is referred to as group A and consisted of 124 women. 
The patients attending clinic B did not receive 
ascorbic acid, being the controls; this group is 
referred to as group B and consisted of 126 women. 

In group A each expectant mother was given 50 
mgm. tablets of ascorbic acid daily at about 3 
months before the onset of labor and until about 6 
months following childbirth. On admission to the 
Maternity Hospital all of the patients in both 
groups were given the saturation test for vitamin C 
as devised by Harris and Abbasy (Brit. M. J., 1937, 
2: 1429). The patients in group A required an 
average of only 1,673 mgm., and those in group B, 
3,076 mgm. for saturation: yet approximately the 
same percentage (25%) developed mastitis, although 
the former were more favorably situated as regards 
the two factors considered to be predisposing causes 
of mastitis in lactating women: primiparity (in from 
47.6 to 52.4%), and delivery in the hospital (15 
women of group A were delivered at home). 

From these results it would appear that vitamin 
C administration per se has no influence in reducing 
the incidence of mastitis. 

The subsequent tests on the patients with mas- 
titis, after the saturated state had presumably sub- 
sided from the first saturation tests (in about 3 
weeks), showed that (as in the first test) on the 
average of 1,410 mgm. of ascorbic acid were required 
to saturate the patients of group A, and 3,117 mgm. 
were required to saturate the patients of group B. 
The saturation test according to the standard of the 
League of Nations showed that 63.7 per cent of the 
cases of group A reached the saturation stage within 
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2 days of the beginning of the test period, whereas 
all of those in group B reached this state, but at a 
much later date. 

The patients in group B were even in a somewhat 
better condition with regard to the severity of the 
mastitis, because the process subsided without sup- 
puration in 9 of the women in group B, but in only 3 
of those in group A. 

The author admits, however, that there are a 
number of vitiating factors at work in this study, 
the most important being, perhaps, the fact that no 
account was taken of the possible effects of other 
food deficiencies in these patients, and also the fact 
that the vitamin C administered was synthetic, 
whereas it is possible that the maximum benefit may 
be obtained only when it is given in the form of 
natural foods. Joun W. BRENNAN, M.D. 


NEWBORN 


Gamble, T. O., Miller, L. C., and Tainter, M. L.: 
Benzyl! Penicillin; Clinical Toxicity and Ef- 
ficacy by Mouth in Impetigo in the Newborn 
Infant. Am. J. Obst., 1945, 50: 514. 


The benzyl ester of penicillin given by mouth 
quickly cleared 16 attacks of impetigo contagiosa in 
15 infants in a maternity hospital, and terminated a 
protracted epidemic. 

This new form of penicillin is stable at room tem- 
perature and can be supplied to the physician ready 
for use. It is as effective by mouth in impetigo as is 
the sodium penicillin administered by injection. The 
great advantage of being able to give benzyl peni- 
cillin orally marks a major advance over the previous 
injection therapy in managing this difficult cén- 
dition. The new therapy avoids staining the skin 
and linen, as in the treatment with dyes, and also 
does not require the painful surgical removal of 
crust, as in the local therapy of impetigo. 

The effectiveness of benzyl] penicillin demonstrated 
in this study points out the need for extensive tests 
of this preparation in other types of infection. 

Epwarp L. Cornett, M.D. 








ADRENAL, KIDNEY, AND URETER 


Huff, F. M., and Boger, W. P., Jr.: Renal Hypo- 
plasia with Hydroureter and Primary Amenor- 
rhea. J. Urol., Balt., 1945, 54: 116. 


The frequent coincidence of genital and upper 
urinary tract anomalies has been noted, and reports 
of many cases have emphasized this combination 
of abnormalities. 

The case here presented is of interest by reason of 
left renal hypoplasia, a greatly dilated and tortuous 
ureter with a stricture of its intramural portion, 
aberrant vessels crossing the lower ureter, and prim- 
ary amenorrhea, assumed to be due to congenitally 
defective internal genitalia. 

While renal hypoplasia is not uncommon, the 
great ureteral dilatation found with it in this in- 
stance is unusual, The futility of endocrine therapy 
in this case strongly suggested an end organ struc- 
turally incapable of response. From this experience 
it would appear that the complaint of primary 
amenorrhea justifies investigation of the urinary 
tract. Joun E. Krrxpatricx, M.D. 


Newman, H. R.: Renal Disease in AAF Regional 
Station Hospital. J. Urol., Balt., 1945, 54: 126. 


The incidence of renal disease is considered to be 
at the lowest figure during the draft age of from 
18 to 38 years. 

The present study includes 117 cases of renal 
lesions in patients between the ages of 18 and 38 
years. This study reveals the large number of cases 
of renal disease which may be encountered in an 
average sized station hospital (approximately 500 
beds) over a period of 12 months. In this period of 
time there were approximately 475 urological ad- 
missions, and about 1,200 patients were seen as out- 
patients. Patients with venereal disease were not 
included on this service. 

The renal lesions most often encountered were 
congenital anomalies, infections, and calculi; on the 
other hand nephroptosis, albuminuria, hematuria of 
unknown origin, nephritis, and tuberculosis were 
found to be relatively uncommon. 

Joun E. Krrxpatrick, M.D. 


Nesbit, R. M., Keitzer, W. A., and Lynn, J. M.: 
The Prognosis of Renal Tuberculosis Treated 
by Nephrectomy, and the Outlook of the Pa- 
tient Who is Considered Unsuitable for Opera- 
tive Treatment. J. Urol., Balt., 1945, 54: 227. 


Data are presented on 260 cases of genitourinary 
tuberculosis which have been followed for a period of 
5 years or more. It is pointed out that in this series, 
males were affected more frequently than females, in 
a ratio of about 2 to 1, and that the urine in about 
one-third of the cases was secondarily infected by 
organisms other than the tubercle bacillus. Fifty 
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and three-tenths per cent of the nephrectomized 
patients are living an average of 11 years after opera- 
tion, while 81.3 per cent of the patients not operated 
upon have died in an average of 3 years. The authors 
were unable to demonstrate that an accompanying 
genital complication in the male adds to the mor- 
tality of renal tuberculosis, and they assume that the 
higher death rate among males is due to the higher 
mortality of tuberculosis generally in this particular 
group. 

Three facts derived from these figures have proved 
to be statistically significant: 

1. In nephrectomized patients, a lower rate of 
survival is found in the group in which acid fast 
bacilli have been demonstrated in the urine from the 
kidney not operated upon, by guinea pig inocula- 
tion, than in those with normal urine on the “sound” 
side. 

2. In tuberculosis of the urinary tract the survival 
of females is greater than that of males. 

3. The mortality rate of genitourinary tuberculosis 
is adversely influenced by the presence of bone and 
joint, or pulmonary lesions. Joun A. Lorr, M.D. 


Dourmashkin, R. L.: Cystoscopic Treatment of 
Stones in the Ureter, with Special Reference to 
Large Calculi, Based on the Study of 1,550 
Cases. J. Urol., Balt., 1945, 54: 245. 


The author presents a series of 1,550 cases of ure- 
teral calculi, situated at all levels of the ureter and 
renal pelvis, and lists the results obtained by cysto- 
scopic manipulation in 1,253 cases. 

The methods of nonoperative treatment of ure- 
teral stones are classified and evaluated by the author 
as follows: 

Indwelling ureteral catheter. This does not produce 
dilatation of the ureter adequate enough for the pas- 
sage of large calculi. It is of distinct value, combined 
with the administration of sulfa drugs, in cases in 
which renal infection is a complication of urinary 
blockage, and should be utilized in these cases prior 
to attempts to dilate the ureter with rubber bags 
and metallic dilators. 

Methods for forcible removal of ureteral calculi. 
These include the use of metallic hooks, cages, and 
baskets and are condemned for general use, as they 
are dangerous in both theory and practice, resulting 
in serious damage to the ureter in many instances. 

Dilatation of the ureter. This is done at or below 
the level of the calculus to a degree adequate to 
allow passage of the stone. It was the method of 
choice in the management of ureteral calculi in this 
series of cases. 

For the purpose of determining the results of in- 
traureteral manipulation, the stones were divided 
into two large groups: A, small calculi, measuring 
less than 5 mm. in width, and B, large calculi, meas- 
uring 5 mm. or more in width. 
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There were 780 cases in group A. Tabulation of 
the results shows that, excluding 48 cases of spon- 
taneous passage of stone, 41 cases which were lost to 
observation, and 2 cases in which no cystoscopic 
manipulation was attempted because of the severity 
of the renal infection and in which nephrectomy was 
done, there were only 2 of 689 cases treated in which 
the cystoscopic manipulation failed; or that a suc- 
cessful passage of stone followed cystoscopic inter- 
vention in 99.7 per cent of these cases. Six cases of 
complete anuria were observed in this group, 4 cases 
showing bilateral calculous obstruction, and 2 show- 
ing anuria of apparently reflex origin. 

There were 741 cases in group B. There was spon- 
taneous passage of the stone in 19 cases, and 24 cases 
were lost to observation. Intraureteral manipulation 
was successful in 484 cases, or 85.9 per cent. The 
principle of providing ample room for the downward 
passage of the stone at and below its level was fol- 
lowed in this work. This was achieved by dilatation 
of the lower end of the ureter with the author’s 
metallic bougies, and by using rubber bags at the 
higher levels. There were no instances of ruptured 
ureter or mortality resulting from instrumentation. 
Operative removal, after cystoscopic manipulations 
had failed, was necessary in 80 cases, or 14.1 per 
cent. 

In 134 cases of group B, operation was performed 
without a preliminary attempt at cystoscopic ma- 
nipulation for one of the following reasons: the stone 
being obviously too large, acute infection, advanced 
chronic infection and hydronephrosis, an emergency 
(hemorrhage, impending uremia, or ruptured kid- 
ney), a large renal calculus requiring operation asso- 
ciated with a stone in the upper ureter on the same 
side, renal destruction on the opposite side due to a 
renal calculus associated with a fairly large stone in 
the lower end of the ureter, bad impaction, an ana- 
tomical anomaly of the urinary tract, ureteral stric- 
ture, empyema of the ureter following nephrectomy, 
the association of stone with renal tuberculosis, or 
the patient’s refusal of cystoscopic treatments. 

Wit.ram W. Scott, M.D. 


Lazarus, J. A., and Marks, M. S.; Primary Car- 
cinoma of the Ureter with Special Reference to 
Hydronephrosis. J. Urol., Balt., 1945, 54: 140. 


. In 1934, after a careful search of the literature, one 
of the authors was able to collect 68 cases of primary 
carcinoma of the ureter, including 3 of his own. 
Since then, 115 additional cases have been reported, 
which indicates an increased alertness on the part of 
urologists to the possibility of this disease rather 
than an actual increase in incidence. 

Of the total number of tumors, 42 per cent were of 
the nonpapillary type. Malignant neoplasms were 
situated in the lower segment of the ureter in approx- 
imately 50 per cent of the reported cases, and were 
associated with ectasia of the renal pelvis in 46.4 per 
cent, and of the ureter in 43.7 per cent, because of the 
tendency of these tumors to occlude the lumen of the 
ureter. The greatest prevalence of this disease oc- 
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curred in the sixth and seventh decades. Ureteral 
carcinomas show marked invasive and metastasizing 
tendencies, particularly to the regional lymph nodes 
(28.9 per cent), liver (14.9 per cent), and bones 
(12.8 per cent). 

Although pain, hematuria, and the presence of an 
enlarged kidney are supposed to constitute the char- 
acteristic triad of symptoms of this disease, it was 
found that hematuria alone was by far the out- 
standing symptom, having occurred in 70.5 per cent 
of the collected cases. A clear cut and persistent 
filling defect in the ureterogram, especially when 
associated with ectasia of the segment of the ureter 
directly above such a defect, in the authors’ opinion, 
constitutes the only pathognomonic sign of ureteral 
tumor. 

The chances of demonstrating filling defects in 
ureterograms would be enhanced if repeated attempts 
were made to obtain good ureterograms in all cases 
which (1) disclose an obstruction in the ureter, 
(2) bleed through the ureteral catheter as a result of 
manipulation at the site of the obstruction, and 
(3) fail to disclose a calculus at the site of the ob- 
struction. Failure to recognize the presence of this 
disease has led urologists to remove hydronephrotic 
kidneys only to learn later, to their great chagrin, 
that the hematuria had recurred and necessitated a 
second operation for the removal of the tumor bear- 
ing segment of ureter. 

The procedure of choice in the treatment of this 
disease is complete extraperitoneal nephroureterec- 
tomy. It is recommended that a cuff of vesical wall 
surrounding the ureteral meatus also be removed in 
cases in which the tumor is situated low down in the 
ureter, and especially when the ureteral meatus is 
involved. 

A careful review of the literature has further 
strengthened the authors’ belief in the dangers of 
incomplete urological surveys for so-called minor 
urological complaints, and a detailed history is given 
of a case in which the patient was perfunctorily 
treated on and off for 15 years for cystitis without 
being subjected to a thorough urological survey. It 
is believed that the lesion which was found could 
never have progressed to such large proportions had 
ureteral catheters been passed during one of the 
episodes of so-called “cystitis.” 

Joun E. Kirkpatrick, M.D. 


BLADDER, URETHRA, AND PENIS 


Lewis, L. G.: The Treatment of Bladder Dysfunc- 
tion after Neurological Trauma. J. Urol., Balt., 
1945, 54: 284. 

The author reviews the anatomy and innervation 
of the bladder and the physiology of micturition. 
He believes that the increase in bladder tone follow- 
ing presacral neurectomy is due to increased vascu- 
larity of the bladder wall. 

The following principles are outlined for the-uro- 
logical care of patients following spinal injury: 

1. No instrumentation for 24 hours 
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2. Absolute aseptic catheterization at 24 hours if 
necessary 

3. The use of a urethral retention catheter if a 
second catheterization is necessary 

4. The use of intermittent or tidal irrigation of 
the bladder with acid solutions to prevent incrus- 
tation cystitis 

5. Perineal urethrostomy in selected cases 

6. The use of a well placed suprapubic tube when 
definitely indicated for long or permanent bladder 
drainage. This is indicated in complete transverse 
lesions below L-1. Six weeks is about the limit of tol- 
erance of the urethra to catheter drainage. 

Close co-operation between the neurosurgeon and 
the urologist is required in the care of patients fol- 
lowing severe cerebrospinal injury. 

Wit1am W. Scott, M.D. 


GENITAL ORGANS 


MacLeod, D.: The Glandular Nodule in Benign 
Glandular Enlargement of the Prostate; Its 
Development and Cause. Brit. J. Urol., 1945, 17: 
85. 

The evidence, in brief, of the sequence of events 
leading to the development of the glandular nodule 
in benign glandular enlargement of the prostate is as 
follows: 

1. At any one time during the growth of the pros- 
tate there are present groups of tubules, at times 
unrecognizable, which arise from the terminations of 
the primary and subsidiary tubules of the prostate. 
They may be collective as in the prespermatic re- 
gion, or individual. 

2. With further increase of the glandular tissue in 
general, a circumscribed resistance to the growing 
groups is created in due course by the tissues in 
which they are situated. It is caused indirectly by a 
passive force applied to the tissues from the periphery 
of the prostate as a whole and also from that of the 
prespermatic region. 

3. Growth of the groups against that resisting tis- 
sue is accompanied by, and causes the formation of, 
circumscribed capsules of fibrous and/or compressed 
glandular tissue about them; the groups are thus 
isolated and so form the glandular nodules associated 
with the benign enlargement of the prostate. 

4. Within the limiting capsules growth of the 
groups may continue: acinous formation and intra- 
acinous epithelial proliferation are followed by acin- 
ous dilatation and rupture. 

The direct cause of benign glandular enlargement 
of the prostate is continuity of the active glandular 
growth against a passive and circumscribed resist- 
ance derived from the periphery of the prostate 
as a whole and also from that of the prespermatic 
region. 

The glandular nodule in the benign enlarged 
prostate is evidence of an attempt to limit the size 
of the gland. 

Peripheral resistance to the glandular growth be- 
comes duly effective in the upper parts of the pros- 


tate first and in the lower parts last, because of the 
disproportionate increase of growth in the two re- 
gions, and glandular nodules are, in point of time and 
place, likewise formed. 

The absence of benign enlargement from the upper 
part of the posterior lobe of the prostate is due to the 
destruction of its groups of tubules by pressure from 
the enlarging lobes in front of it; absence from the 
lower part is caused by lack of adequate peripheral 
resistance to its growing groups of tubules. 

Benign glanduJar enlargement of the terminal 
parts of the lateral lobes of the prostate is equally as 
rare as the same condition in the posterior lobe and 
is due to lack of adequate peripheral resistance to the 
growth of the tubules in those parts. 

Joun A. Loer, M.D. 


MISCELLANEOUS 


Yamauchi, S.: Chyluria; Clinical, Laboratory, and 
Statistical Study of 45 Personal Cases Ob- 
served in Hawaii. J. Urol., Balt., 1945, 54: 318. 


The clinical, laboratory, and pyelographic studies 
based on 45 personal cases of chyluria are carefully 
compared and correlated with those of the cases re- 
corded in the literature, and a comprehensive pic- 
ture of chyluria is here presented. 

The etiology and pathology have been discussed 
chiefly on the basis of the author’s experiences with 
his own material, hence they represent his own 
views. This material has been added as an adjunct 
to the main material and the analysis of the records, 
to aid the reader in obtaining a comprehensive pic- 
ture of the disease. 

The individuals suffering from chyluria had all 
been exposed to filariae during their lifetime, but 
filariae were never demonstrated in their blood, 
urine, or, as in some cases, tissues. The long period 
from the last possible exposure to the filariae to the 
onset of chyluria (in many of these cases), the 
absence of eosinophilia (in the majority), and several 
other factors indicate that filariasis probably pre- 
disposes the patient to this condition, but it does not 
actually initiate it. However, anyone who has been 
exposed to this nematode becomes a potential candi- 
date for chyluria anytime, even many years after the 
exposure. Thus, the incidence of this disease can be 
expected to rise in regions where filariasis is not 
prevalent, such as the northern United States, when 
armed forces return from regions where it is endemic. 

Urinary stasis has been considered as the exciting 
cause of chyluria. Fornix rupture caused by urinary 
stasis results in a lymphaticourinary communica- 
tion, and chyle appears in the voided urine if the 
ruptured lymphatic vessels already contain chyle. 
Except in a few instances, minimal pathological 
changes sufficient to form varices are probably 
present in the lymphatics without definite obstruc- 
tion to the large retropexitoneal lymphatic vessels 
and thoracic duct. Pregnancy, endocervicitis, and 
prostatic hypertrophy, so frequently found with 
this condition, become logical concomitant occur- 

















rences instead of bizarre associations when viewed 
in this light. 

Chyluria is characterized by the appearance of 
chyle per se in the voided urine. The presence of fat 
granules in a colloidal state; the presence of albumin, 
erythrocytes, and lymphocytes; the pyelographic 
injection of the renal and perirenal lymphatics fre- 
quently associated with fornix rupture and pyelo- 
venous reflux; and the control of the condition by 
repeated intrapelvic lavages with sclerosing solv- 
tions support the surmise that there is a lymphatico- 
urinary fistula at the fornix of the calyces. 

The control of chyluria can be accomplished 
without much difficulty by repeated intrapelvic 
lavages of silver nitrate solutions through inlaid 
catheters, but the cause of urinary stasis must be re- 
moved, and fat must be eliminated from the diet after 
such lavages. The success of such management de- 
pends on the extent to which the predisposing and 
exciting causes can be eliminated. 

Joun A. Loer, M.D. 


Solomon, S.: The Treatment of Gonococcal Arthri- 
tis with Sulfonamides and Artificially Induced 
Fever. Am. J. Syph., 1945, 29: 567. 


Twenty-three cases of drug resistant gonococcal 
arthritis are reported. Of these, 10 were treated 
with sulfonamides and artificial fever in the hyper- 
therm with the following results: 4 were cured and 
the remainder showed either considerable or partial 
improvement. Fifteen were treated with sulfona- 
mides and fever artificially induced with intravenous 
typhoid vaccine with the following results: 6 were 
cured, 6 were either considerably or partially im- 
proved, 3 were not improved, and 2 of the last group 
were subsequently treated in the hypertherm with 
good results. 

The results with both of these methods were en- 
couraging. The use of the hypertherm is preferable 
to the use of vaccine. The most important con- 
sideration, however, is early treatment. Hence, if 
the hypertherm is not available, combined vaccine 
and sulfonamide therapy should be instituted with- 
out delay. 
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It is emphasized that specific therapy does not 
supplant the regular methods of management of 
arthritis, which include bed rest, special diet, and 
physiotherapy. Specific therapy is used in addition 
to these and results in a much greater percentage of 
cures and in the restoration of joints to useful func- 
tion. Joun A. Loer, M.D. 


Koch, R. A., Haines, J. S., and Hollingsworth, 
W. Y.: Penicillin in Gonorrhea Treatment and 
Control. J. Am. M. Ass., 1945, 129: 491. 


The authors’ results do not justify the belief that 
penicillin is an easy infallible cure for gonorrhea. 
Penicillin will cure most cases of gonorrhea, but cure 
is not necessarily accomplished by the first course of 
the drug or by penicillin alone. Supportive treat- 
ment, such as pyrotherapy and sulfonamides, is 
necessary at times. Penicillin failures are frequent 
enough to warrant diligent search for gonococci 
following medication, for absence of clinical symp- 
toms is not proof of cure. 

Two groups of cases, one under hospital conditions 
for 8 days, and the other under clinic conditions for 
9 weeks, are compared. The minimum hospital 
criterion of cure was two negative consecutive cul- 
tures, obtained by prostatic massage, the last one 
being made at least 96 hours after completion of the 
medication and preceded by the provocative passage 
of sounds. The minimum clinic criterion was three 
consecutive negative cultures with one week between 
cultures. The taking of one follow-up culture is not 
conclusive or adequate evidence of cure. 

Fourteen per cent of 485 patients treated with an 
initial course of 200,000 units of penicillin were not 
cured. Patients with gonococcic epididymitis or 
prostatitis responded as well to penicillin therapy as 
those without such complications. 

Penicillin is unquestionably the most valuable 
therapeutic agent thus far available for the treat- 
ment of gonorrhea. The medical profession must be 
aware of the limitations of penicillin therapy, the 
possibility of producing a carrier state, and the social 
factors related to the spread of the disease. 

Davip RosEnBLoom, M.D. 











CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bowden, R. E. M.: Muscle Changes in Denervation 
and Re-Innervation. Brit. M.J., 1945, 2: 487. 


The muscle changes in denervation and re-inner- 
vation are considered from the point of view of his- 
tology, electrical reactions, electromyography, and 
the treatment of paralyzed muscles. 

In the matter of structural changes, in the early 
stages (1 to 3 months after denervation) there is a 
loosening of the compact arrangement of the muscles 
and an apparent numerical increase of the nuclei; 
there is some stasis of the blood; the nerve fibers 
undergo Wallerian degeneration, and the empty 
Schwann tubes and empty motor end plates remain. 
After 3 months the muscle fibers atrophy and are 
replaced eventually by fat and connective tissue; 
ghosts of muscle fibers, a few capillaries, and the 
larger nerve trunks may be seen surrounded by 
fibrous tissue; a few scattered connective tissue 
tubes containing granules may be all that remain of 
the muscle fibers. However, the changes are pre- 
dominantly those of atrophy and not of degenera- 
tion, and up to one year after denervation it is 
possible to expect a fairly good degree of functional 
recovery; from then on the prognosis deteriorates, 
and as a rule after 3 years the prospects are exceed- 
ingly poor. There are, however, notable individual 
variations: sepsis, age, mobility of the limb, and 
physical therapy influence the rapidity of the changes. 

With regard to the electrical reactions, Erb’s re- 
action of degeneration develops, faradic stimulation 
is lost, and the threshold to galvanic stimuli rises 
with loss of contractile substance and may finally dis- 
appear altogether if atrophy is advanced. The failure 
to elicit a galvanic response in the absence of edema 
indicates serious change in a muscle. 

On the subject of electromyography the author 
notes that for about from twelve to twenty-eight 
days after denervation, there is no recordable electri- 
cal activity in human muscle on attempted move- 
ment or at rest; from twelve to twenty-eight days 
after denervation, however, fibrillation does occur; 
this is shown by rhythmic, fine spikes on the tracing, 
which are totally unrelated to attempted voluntary 
contraction. Fibrillation persists as long as any 
contractile denervated fibers remain, or until re-in- 
nervation is taking place. 

Faradic stimulation is useless; the denervated 
muscle, however, responds to galvanism, and this is, 
therefore, one method of treatment. Electrotherapy 
not only should be regular and adequate but should 
begin as soon as possible after injury. Physical 
therapy is also of value in the prevention of con- 
tractures in the paralyzed muscles; daily movement 
throughout the whole range of the joints of the limb 
should be carried out, and splinting of paralyzed 
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limbs is never done to obtain immobilization unless 
there is a fracture or an unhealed wound. 

However, whatever the treatment, the degree of 
functional recovery will depend on the nature of the 
lesion in the nerve. When the trauma or lesion to 
the nerve has not been sufficient to interrupt the 
supporting tissues of the nerve, although the trauma 
has been sufficient to cause complete peripheral de- 
generation of the axons, good powerful independent 
muscle action may be restored, but the pattern of 
innervation will be slightly abnormal. When, how- 
ever, the nerve has been more seriously damaged 
there may be partial disruption of the Schwann 
tubes and scar formation; then there will not be an 
even advance of regeneration axons and some per- 
manent weakness and atrophy ray be expected. In 
complete division of the nerve no recovery can take 
place without surgical intervention, which should be 
undertaken as soon as possible. Even so, some scar 
tissue will result at the suture line, with unavoidable 
confusion of the axons at this point, the number of 
nerve fibers reaching the end organs being thus 
diminished. 

Motor unit action potentials may precede recov- 
ery of voluntary function by as much as 3 months; 
this observation in isolated instances, nevertheless, 
is no guarantee that further re-innervation is going 
to occur. Still, the finding of both fibrillation and 
motor unit action potentials indicates a partial or 
recovering degenerative lesion of the lower motor 
neuron. 

A good functional recovery is possible while the 
electrical reactions are still abnormal. 

Joun W. BRENNAN, M.D. 


Jackson, E. C. S., and Seddon, H. J.: Galvanism 
and Denervated Muscle Atrophy. Brit. M. J., 
1945, 2: 485. 

The results of electrical stimulation in the treat- 
ment of lower motor neuron lesions in general war- 
rant the formulation of certain conclusions: 

1. Muscle atrophy begins very soon after de- 
nervation and at first proceeds rapidly; then it 
gradually slows down as the time after denervation 
increases. 

2. Interstitial fibrosis is a constant feature of de- 
nervation atrophy, and it follows that the greater 
the atrophy and the fibrosis, the poorer the ultimate 
functional recovery. It follows that if atrophy can 
be prevented or controlled there is a greater likeli- 
hood that recovery will be satisfactory. 

3. As yet there is no evidence that fibrosis is 
irreversible. The treatment to prevent it should be 
started as soon as possible after denervation and 
continued until re-innervation has occurred. 

4. The precise nature of denervation atrophy is 
still unknown. Disuse and a consequent impairment 
of nutrition undoubtedly play an important part. 
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Fibrillation has been regarded as an important 
factor in tiring out and causing atrophy of the de- 
nervated muscle. 

5. It has been conclusively shown that muscle 
wasting can be controlled to a very considerable 
extent by repeated electrical stimulation, with a 
stimulus of comparatively long duration. Galvan- 
ism has several disadvantages, but it is the only type 
of stimulus of long duration generally available; it 
was used in the investigation. 

6. The treatment must be intensive both in the 
strength of the stimulus and in the number of con- 
tractions at each session, and it must be continued 
over a long period to be effective. 

7. Galvanism is of greater value in the prevention 
of wasting when it is applied early. It has been re- 
ported that even the most intensive treatment did 
not altogether prevent atrophy. 

8. In the treated muscle the muscle fibers remain 
comparatively large. The interstitial tissue does not 
increase to any great extent, and if reinnervation 
occurs, functional recovery is good. In untreated 
muscle the fibers shrink rapidly, fibrous tissue ap- 
pears between them, and recovery is poor. 

The rate of wasting in man after denervation is 
unknown. Adequate stimulation is limited by the 
large size of many muscles and other factors. This 
article describes the end results when 164 patients 
were examined, in 92 of whom it was possible to 
obtain readings with sufficient frequency to be of 
value. Of these, 54 were suffering from complete 
nerve lesions. The results are based upon the find- 
ings in these 54 cases. Ulnar paralysis was present 
in every case; in 18 per cent of those treated with 
galvanism, and in 20 per cent of those not so treated, 
there was also paralysis of the muscles of the hand 
supplied by the median nerve. 

Half of the cases were treated with galvanism and 
the other half without galvanism. Five charts are 
presented which show that in each period up to 400 
days there was a steady loss of volume in the un- 
treated muscles, the rate of loss gradually diminish- 
ing until after 400 days when there was little change. 
Galvanism was not effective during the first 100 day 
period. Galvanism was almost completely effective 
in preventing wasting at all other times. There is no 
doubt that the volume of the hand is better main- 
tained. when the retarded muscles receive regular 
galvanic stimulation. 

The beneficial effect of galvanism is most notice- 
able early, rather than late, after denervation. It 
follows that the earlier treatment is started, the 
better the result. Galvanism at best prevents a de- 
crease in the muscle volume. It follows that what- 
ever has been lost from delay cannot be regained. 
During the first 100 days, galvanism does not pre- 
vent wasting; it only retards it. Without galvanism, 
wasting proceeds faster in the first 100 days than at 
any other time. It is never too soon to begin gal- 
vanic stimulation. If the paralyzed part must be 
enclosed in plaster, windows should be cut to permit 
early application of electrodes to affected muscles. 


The cases in this study were treated six times a 
week. Recordings were also made in cases treated 
three times a week. In addition, recordings were 
made when there was considerable variation in the 
technique. The good results were in direct propor- 
tion to the amount of treatment. Galvanism is of 
real value, and success depends largely on the fre- 
quency of treatment. The treatment consisted of 
the application of go stimuli per day for 6 days a 
week. The stimuli were strong enough to produce a 
brisk contraction. They were given at the rate of 30 
per minute with an interval of 1 minute between 
each group of stimuli to permit recovery from 
fatigue. RICHARD J. BENNETT, JR., M.D. 


Gootnick, L. T.: Solitary Myeloma; Review of 61 
Cases. Radiology, 1945, 45: 385. 


The prognosis of solitary myeloma is much better 
than that of multiple myeloma. Judicious irradia- 
_ produces relief of the symptoms and prolongs 
ife. 

Sixty-one cases in the literature are reviewed; of 
this number, 2 were the author’s. The average age 
of the patients was 50 years. The ratio of males to 
females was 2 to1. The ilium, femur, humerus, and 
thoracic vertebrae were the most common sites in- 
volved. The chief complaint was a localized pain, 
gradually increasing in severity. Pathological frac- 
ture under increased stress and strain, or trauma, 
was frequent. A palpable mass was present at times. 
Solitary myeloma did not produce a generalized 
weakness and anemia as seen in multiple myeloma. 
Hyperproteinemia, renal damage, and low blood 
pressure were rare. 

Roentgenologically, there are two types of solitary 
myeloma. The first resembles, and is frequently 
interpreted as, a giant cell tumor. The lesions are 
cystic and trabeculated within the medulla of the 
long bones or pelvis, the cortex is expanded, and 
pathological fractures are frequent. The second type 
is characterized by bone destruction. The pathology 
in both types is plasma cell myeloma. 

All types of therapy have been tried. Forty-three 
cases were treated by irradiation following biopsy 
and curettage. As many fields as possible were used 
and the dose was fractionated, from 200 to 500 r. per 
portal for a total dose of from 1,000 to 3,000 r. The 
course of therapy could be repeated whenever nec- 
essary. Relief from symptoms was obtained in all 
but 2 cases. In 29 cases recalcification was demon- 
strable with x-rays. Generalized spread occurred in 
14 cases. 

In this series 27 patients survived and 16 died. Of 
15 who died (1 died of a cardiac lesion), all but 1 
lived more than 2% years from the onset of the 
symptoms. The average duration from the onset of 
symptoms was 7 years, and the lapse of time from 
hospital admission to death was 3 years and 9 months 
for the solitary myelomas, in contrast to 14 months 
for the multiple myelomas. 

Most authors believe that the duration of life is 
dependent on the transition of the lesion from the 
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solitary to the multiple type of myeloma. Solitary 
lesions tend to be benign and exist for years whereas 
multiple lesions are malignant. 

Maurice D. Sacus, M.D. 


Koch, S. L.: Injuries of the Hand. Q. Bull. Northwest. 
Univ. M. School, 1945, 19: 265. 


Simple principles of treatment of hand injuries, 
early and late, are concisely reviewed and pointedly 
illustrated. 

Immediate cleansing of the area surrounding the 
wound, then of the wound itself, with soap, water, 
and saline solution, prepares a clean field where re- 
straint in débridement is essential. Only if the wound 
can be closed for primary healing (by skin graft or 
pedunculated flap, if necessary) can deep structures 
safely be repaired. Fractures may be reduced, but 
no nerve or tendon suture should be done without 
assurance of wound healing by primary union. Con- 
cerning local chemotherapy with sulfonamides the 
author quotes Meleney’s report and War Depart- 
ment Directives which indicate that extensive clini- 
cal trial has proved its ineffectiveness. 

Satisfactory late repair of compound injuries rests 
on three basic requisites which must be faithfully ful- 


filled in spite of all pressure on the surgeon for speedy 
action: (1) superficial and deep tissues must be free 
of infection; (2) all inflammatory reaction and in- 
duration must be gone from the affected area; and 
(3) the general condition of the patient must be 
optimum for prompt healing of extensive surgical 
wounds. The period of waiting for these conditions 
to be realized is important, and should be utilized to 
bring all factors in the final effort to an optimum 
state. The normal status of the circulation, free 
joint motion, and good muscle tone are essential to a 
satisfactory end result, and all are stimulated by 
active motion in a warm water bath. Splints are 
needed to support paralyzed muscles and prevent 
stretching, and can also be used with gentle traction 
to overcome contractures already present. 

A normal soft tissue covering for the injured part 
must be prepared to replace thin scar, which in it- 
self causes contractures and cannot be used to cover 
deep structure repairs. Combined nerve and tendon 
injury is frequent and repair should be undertaken 
as a single project to conserve tissue and time. Cur- 
rent literature on this subject is cited. 

Essentials for success in this type of surgery are 
that the wound heals by primary union, a minimum 





Fig. 1. Ventilator fan injury of the right hand. The thenar and hypothenar 
muscles were severely lacerated, the metacarpophalangeal joint of the pr was 
laid open, and the ulnar nerve and blood vessels were avulsed with a flap. The 
index and middle fingers were almost completely avulsed at the proximal inter- 
phalangeal joints. Immediate cleansing, excision of the ragged and torn tissue, re- 
pair of the joint capsule of the thumb, suture of the ulnar nerve, and closure of 
wound without drainage were done. Left, Immediately after injury. Right, At 


primary dressing, 6 days later. 
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Fig. 2. The technique of substituting a free tendon graft for hopelessly injured flexor 
tendons. A, Incision. B, After the fibrosed flexor tendons have been excised, free grafts 
are drawn through the carefully preserved tendon sheath and a guide suture is carried 
around the distal phalanx through a shallow tunnel made with a sharpened aneurysm 
needle. C, The free ends of the two tendons are smoothly united; the two grafts are 
drawn taut, by tension on the tendon first drawn through the tunnel, and the line of 
suture comes to lie in the midline on the dorsum of the distal phalanx. D, Fine silk su- 
tures between the tendon graft and the stump of the profundus help to make the attach- 
ment of the graft to the distal phalanx secure. E, F, Suture of the proximal end of the 
graft to the proximal segment of the flexor profundus. Incision in the finger is closed 
before suture of the graft to the profundus is carried out. 


of inflammatory reaction to surgery is incurred, and 
that the postoperative wound be kept at rest so that 
sutured nerves and tendons are relaxed until firm 
union has taken place. 

Incision may be planned to include excision of an 
old scar and thus avoid multiple scarring. Closure 
over repaired nerves and tendons must be made by 
means of a reflected flap so that the skin and subcu- 
taneous tissue continuity remains uninterrupted 
over the deep suture lines. Such closure aids in pre- 
venting adhesions by imitating nature in surround- 
ing the nerves and tendons only with areolar tissue. 
Foreign material of various sorts has proved to 
initiate scarring and adhesions and thereby inhibit 
free gliding on which normal function depends. 

Tendon grafts are useful to bridge separations, 
particularly of severed flexor tendons within the 
digital sheaths, and may be taken from the long ex- 
tensors of the foot, uninjured portions of the flexor 


sublimis, or the palmaris longus. Problems arising 
in the use of tendon grafts are discussed, and the 
technique used is described and illustrated. 

It is best to remove the distal fragment of the 
flexor profundus and fix the graft directly to the 
phalanx. To facilitate freedom of movement, the 
graft is carefully dissected from its bed with an ac- 
companying thin layer of areolar tissue. An ade- 
quate incision is used to avoid traumatizing the 
graft in securing it, which reduces the fibrous reac- 
tion and subsequent scarring. 

The tendon is held in place on the palmar surface 
of the finger by a part of the digital fibrous sheath or 
by a new annular ligament made from a free slip of 
tendon. The degree of tension at which the graft 
should be sutured to the proximal fragment is diffi- 
cult to describe, but it should approximate that of 
the normal physiological state; this may be ob- 
tained by attaching the graft snugly when the wrist 
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and fingers are maintained in the flexed posi- 
tion. Postoperative immobilization must support 
the tissues with a minimum of tension at the suture 
line until firm healing occurs, usually in from three 
to four weeks. Too early attempts at motion pro- 
voke additional inflammatory reaction; therefore 
gentle active motion is withheld for from two and 
one half to three weeks. Paralyzed muscles need 
continued protection against stretching until nerve 
regeneration is complete in order that the integrity 
of their function is maintained. 
Francis E. BRENNECKE, M.D. 


Piatt, A. D.: Post-Traumatic Para-Articular Cal- 
cifications and Ossifications of the Ankle. Am. 
J. Roent., 1945, 54: 348. 


Post-traumatic calcification of a joint is important 
and frequently encountered in military personnel. 
Although calcification of most joints has been de- 
scribed, little or no mention has been made of it in 
the ankle joint. 

The etiology and chemistry of para-articular calci- 
fications as well as anatomy of the ankle joint are 
discussed. In most instances, trauma is the predis- 
posing factor. Immediate roentgen films may reveal 
only a soft tissue swelling. Serial roentgenograms 
serve to explain and aid in making a final diag- 
nosis. Within 3 or 4 weeks following the initial in- 
jury, linear calcification may be seen parallel to the 
posterior lip of the tibia, the anterior superior talus, 
or lateral malleolus. Calcification may be seen also 
in the interosseous space. There are two types of 
calcification: evolutive, which appears fuzzy and has 
hazy margins with varying degrees of opacity in 
the adjacent connective tissues; and stabilized, 
which is a mature, contracted, well defined density. 

Treatment is conservative: immobilization and 
physical therapy. Sedation may be employed for 
pain. In the military services, it is wise to excuse 
these patients from marching and give them office 
positions. In severe instances, anesthetic injections 
have been used with good results. Radiation therapy 
also has been used with favorable results. In most 
cases, full function of the ankle is never restored, and 
calcification may persist and be followed by fusion. 
Although there have been reports of cases of spon- 
taneous regression of calcium, they are very rare. 

Maurice D. Sacus, M.D. 


Horn, C. E.: Acute Ischemia of the Anterior Tibial 
Muscle and the Long Extensor Muscles of the 
Toes. J. Bone Surg., 1945, 27: 615. 


The author presents 2 case reports deseribing a 
peculiar type of vascular disturbance, a localized 
ischemia of the anterior tibial muscle and the long 
extensor muscles of the toes. 

The characteristic clinical symptoms and findings 
are: sudden onset of severe pain in the anterior por- 
tion of the leg, rapid development of swelling over 
the anterior fascial compartment, mild to intense 
erythema and glossiness, and slight to complete 
peroneal nerve involvement. 


The histological changes are identical to those 
occurring in Volkmann’s ischemia. The vascular 
change is a fibrosis of the media, adventitia, and the 
periarterial tissue of the anterior tibial artery with 
ensuing occlusion. 

The pathogenesis is obscure, but may be explained 
by repeated overwhelming physiological demands 
upon the anterior tibial artery, for example, during 
military drill. Because of the anatomical arrange- 
ment, the musculature of the anterior fascial com- 
partment is particularly vulnerable to circulatory 
disturbances. Idiopathic clawfoot may have its 
origin in insufficiency of the anterior tibial artery 


‘with ischemic contracture. 


The treatment consists of early block of the lum- 
bar sympathetic ganglia and early complete vertical 
incision of the anterior fascia cruris. Arteriectomy, 
advocated by Leriche, should be performed if pulsa- 
tion does not return in the anterior tibial artery. The 
authors state that Leriche believes that the oblit- 
erated artery becomes a diseased sympathetic nerve, 
inducing vasoconstriction in the collateral network. 
He has demonstrated the increase in the collateral 
circulation following resection of the diseased artery. 

Danret H. LEvintTHAL, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Johnson, R. W., Jr., and Lyford, J., III: The Treat- 
ment of Benign Giant Cell Tumor in the Lower 
Third of the Femur by Curettage and ‘‘Tele- 
scoping”’ the Fragments of Bone. J. Bone Surg., 
1945, 27: 557- 

In 1936 a patient suffered from a giant cell tumor 
of the femur and had an operation in which one 
fragment of the femur was telescoped over the other 
fragment. The original operation met with perma- 
nent success and since that time the authors have 
employed this procedure in a series of 5 similar 
cases. 

Case 1. White female, age 23, in whom this pro- 
cedure was carried out. The final shortening was 
3% inch. 

Case 2. White female, 58 years of age, with a final 
shortening of 1 inch. 

Case 3. White female, age 22, with a final short- 
ening of 3 inches. 

Case 4. Colored woman, 28 years of age, with a 
final shortening of 134 inches. 

Case 5. White woman, 25 years of age, in whom 
the final shortening was not noted. 

The operative procedure consists of exposing the 
involved area of bone in the distal femur and cutting 
a window in the thinnest part of the cortex. The 
tumor is removed by curettage. The cavity is 
cauterized with pure phenol and washed out with 
alcohol. The remaining cortex is divided and the 
distal fragment is forced up around the end of the 
shaft of the bone by telescoping the fragments and 
filling the cavity with the end of the proximal frag- 
ment. No packs or drains are used. A plaster hip 














a a ee ee ae ee 


oon 


Ya. a LU Le a ee ee) ee) ele. ee ee ee eee 





m 


ig 
1e 
is 
ie 
1e 
1d 
z- 
ip 











SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 231 


spica is applied. There is shortening of the leg, de- 
pending upon the size of the cavity. 

This method permits removal of the tumor in 
cases in which the articular cartilages of the knee 
joint are intact. Good results were obtained in all 
cases. RIcHARD J. BENNETT, JR., M.D. 


FRACTURES AND DISLOCATIONS 


Cinelli, A. P.: Traumatic Diastasis of the Sym- 
physis Pubis by Muscle Action (Disyuncion 
traumAtica de la sinfisis pGbica por accié6n muscular). 
Bol. trab. soc. cirug. Cordoba, 1945, 6: 136. 


Diastasis of the pubic bone involves injury of the 
sacroiliac joint. When the separation is not more 
than 30 mm. there is only rupture of the anterior 
ligament of the sacroiliac joint; when the separation 
is between 40 and 80 mm. there is total rupture of 
both the anterior and posterior ligaments. 

Four kinds of possible displacement in diastasis of 
the pubic symphysis are described—vertical, trans- 
verse, sagittal, and mixed. Pure traumatic diasta- 
sis of the pubic symphysis is rare. Among 13,500 
cases of “fracture” Taylor saw 73 of fracture of the 
pelvis and 10 of diastasis of the pubis without 
fracture. Such cases of diastasis are generally 
caused by muscle action. The muscles that produce 
the diastasis are those of the internal region of the 
thigh with the leg fixed in hyperextension and 
hyperabduction. 

The clinical diagnosis may be suspected in cases 
with violent contusions, especially of the pelvis, 
associated with serious traumatic shock and signs of 
lesions of the symphysis and sacroiliac joints. Direct 
roentgenography confirms the diastasis. In cases of 
descent of the injured side, the roentgenogram 
shows an apparent ascent of the normal side. The 
spinopubic measurement is important, that is, from 
the spine of the pubis to the anterosuperior iliac 
spines. This measurement is small on the uninjured 
side while on the injured side it increases with the 
degree of the diastasis. ° 

Surgical treatment is rarely indicated as ortho- 
pedic treatment generally gives very good results. 
Two cases are described. The first was of the de- 
scending variety in which the roentgenogram 
showed apparent ascent on the normal side. Con- 
tinuous vertical traction was applied to both sides, 
but stronger on the normal side. This does not 
bring this side down, but with the feet pressing 
against the foot of the bed, it exercises counter- 
pressure on the other side and pushes the descended 
side upward. In the second case, instead of con- 
tinuous contralateral pressure, the head of the bed 
was raised, the left leg flexed, and the right leg on 
the injured side rested against a block at the foot of 
the bed. The weight of the body as it slid down the 
inclined plane of the bed acted on the posterior part 
of the coccyx and pushed the displaced bone upward. 
Both of the cases are illustrated. While anatomical 
restoration was not complete, the functional results 
were excellent. Auprey G. Morean, M.D. 


Collom, S. A., Jr.: A Com tive Study of 100 
Fractures of the Shaft of the Femur in Which 
One-Half Were Treated with Penicillin. Ann. 
Surg., 1945, 122: 773. 

The author presents 100 consecutive cases of 
femoral fractures observed in a general hospital in 
Italy. Uninterrupted treatment was rendered until 
the patients were evacuated to the United States for - 
rehabilitation. Eighty-two cases were battle cas- 
ualties and the remainder were accidental injuries. 
The former, before reaching the general hospital, had 
received shock therapy and primary wound treat- 
ment, including excision of damaged tissue and im- 
mobilization in a spica cast or a Tobruk splint, in an 
average time of 16.5 hours after injury. 

Seventy-five per cent of the compound fractures 
of the femoral shaft were severely comminuted and 
involved from 2 to 8 inches of bone. Fifty-one per 
cent were fractures of the middle third, 29 per cent 
of the distal third, and 20 per cent of the upper third 
of the femur. 

The reparative method of reduction was that of 
skeletal traction. Tibial traction was reserved for 
the lower and middle thirds of the femur, with 
Kirschner wire through the distal femoral fragment to 
control occasional posterior bowing of the lower 
fragment. 

The authors have conveniently divided their cases 
into four groups: 

Group 1 consists of 20 battle casualties, treated 
without wound closure or penicillin, of which 17 were 
penetrating thigh wounds and 3 were of the per- 
forating type. Initial care was rendered within 25.5 
hours after trauma. Because of definitive treatment 
emanating from higher echelons, secondary closure 
of the wounds was not permitted. Skeletal traction, 
wound dressing, blood transfusion, and drainage of 
localized abscesses was the treatment of choice in 
this group. In 17 cases the average time for wound 
healing was 8.5 weeks. The 3 other cases had devel- 
oped osteomyelitis and presented poor results. Bony 
union with fair alignment was obtained in 17 cases 
at the end of 9 weeks of skeletal traction. 

Group 2 consisted of 507 compound fractures treated 
by wound closure and penicillin therapy, in addition 
to débridement and fracture alignment; they also 
were subjected to fasciotomy, wound closure, skin 
graft (when warranted), and obliteration of dead 
space to prevent pus pockets. Each patient was kept 
on penicillin until wound healing was progressing 
satisfactorily. 

Group 2-A. Nine battle casualties which were 
treated the same as the cases in Group I developed 
suppurating wounds. Of these fractures, 5 were 
severely comminuted, 3 moderately so, and 1 was a 
transverse fracture. Seven casualties had sustained 
penetrating wounds and 2, perforating wounds. 
Calius formation was evident in 4 cases after 8 weeks. 
Skeletal traction was maintained for an average of 8 
weeks. The remaining 5 cases presented poor results. 

Group 2-B. In this group there were 41 patients. 
Thirty of these sustained severely comminuted fem- 
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oral fractures, and 8 moderately comminuted fem- 
oral fractures; 2 had oblique fractures and 1 had a 
transverse fracture. Each patient received approx- 
imately three million Oxford units of penicillin, 
either before or upon entrance to the hospital. 
Twelve hours had elapsed before initial surgery was 
done. Reparative surgery was instituted 9 days 
after the injury. The soft parts healed in 4 or 5 days. 
Callus was noted in 5.5 weeks and bony union ensued 
after 11 weeks. Good results were obtained in 38 
cases. 

Group 3 consisted of 12 cases in which wound 
closure was performed by the authors without the 
use of penicillin. In addition to the general treat- 
ment, there was delayed primary closure without 
drainage in this small group. Initial surgery was 
performed in 15 hours and reparative surgery in 6.5 
days. Callus formation was noted in 6 weeks and 
firm bony union in 1o weeks. Good results occurred 
in 11 cases and a fair result in 1 case. 

Group 4 consisted of 18 simple femoral fractures, 
4 of which did not respond to skeletal traction. 
These were subjected to open reduction, proper 
alignment being maintained with metal plates. The 
results were rated as good in all of the cases. 

In conclusion, the author maintains that peni- 
cillin and blood are of paramount importance in the 
prevention of sepsis and local infection. If, however, 
adequate preliminary surgery is not performed, they 
alone are not a panacea. Reparative surgery of the 
soft tissues, consisting of secondary débridement and 
closure instituted between the fifth and tenth days, 
enhances wound healing. The author also believes 
that the majority of femoral fractures can be treated 
by skeletal traction; when indicated, he recommends 
open reduction of simple as well as of compound 
fractures. SAMUEL L. GovERNALE, M.D. 


Sorondo, J. P., and Ferré, R. L.: Knee; Fracture of 
the External Tuberosity of the Tibia (Rodilla; 
fractura de la tuberosidad externa de la tibia). Rev. 
As. méd. argent., 1945, 59: 1057. 


Fracture of the lateral tuberosity of the tibia is 
caused by a violent valgus deviation of the knee, 
generally accompanied by torsion, while the knee is 
in extension and slight flexion. The chief fracture 
line is directed outward, downward, and forward. 
There may be secondary fracture lines. 

The symptoms are pain at the site of the fracture, 
loss of function, swelling, hemarthrosis, and exces- 


sive lateral mobility. The roentgenogram shows the 
fracture line and fragments. The internal fragments 
may not be visible because they are made up of 
joint cartilage. Surgical treatment is indicated in 
all cases in which the joint surface is involved. The 
operative technique is described in detail and illus- 
trated with photographs and roentgenograms. 
Absolute asepsis is necessary; ordinary surgical 
asepsis is not sufficient. The fragments must be kept 
in place by some foreign material, such as a nail, a 
screw, or a bolt with a nut on each end. A plaster 
cast is kept on for 2 or 3 months, after which massage 
and active and passive mobilization of the knee is 
begun. After 3 or 4 months the patient may walk 
with a cane if the x-rays shows solid bone callus. 
Within the past 234 years the author has operated 
on 8 cases. The late results cannot be reported be- 
cause the time has been too short, but the early re- 
sults show that the disadvantages of operative as 
compared with nonoperative treatment are the 
danger of infection, and necrosis of the fragments. 
These can be prevented by the strictest asepsis. 
The advantage of operative treatment is better 
reduction. There is no danger of postoperative 
rigidity as the internal lateral ligament and the 
cruciate ligaments are generally loosened by the 
trauma which caused the fracture. This causes a 
certain degree of lateral instability of the knee but, 
on the other hand, it favors mobilization when the 
cast is removed. Auprey G. Morcan, M.D. 


ORTHOPEDICS IN GENERAL 


Woolley, P. V., Jr.,. and McCammon, R. W.: Bone 
Growth in Congenital Myxedema. J. Pediat., 
S. Louis, 1945, 27: 229. 

The authors state that the chronologic appearance 
of ossification centers is a useful index to thyroid 
function in infancy, but is too slow for use in the con- 
trol of therapy in the young cretin. Normal linear 
bone growth is suspended in the absence of thy- 
roxine, and reentgenologically visible changes occur 
within three weeks of the beginning of the adminis- 
tration of thyroid extract. A curve of the normal 
growth rate of the radius during the first two years of 
life is used as a standard for comparison with the 
radial growth rate in cretins before and during the 
administration of thyroid extract. Dense calcifica- 
tion at the epiphyseal plate, absence of carpal bones, 
and short radii are the roentgenologically recogniz- 
able stigmata of cretinism which are apparent before 
the clinical picture is clear-cut. 

The findings in 3 patients, from 2 to 4% months of 
age, are described and, in 2 cases, correlated with 
x-rays of radial growth resumption during thyroid 
extract therapy. Radial growth in these cases is 
initially more rapid than the established norm, but 
levels off once the average growth is attained. New 
bone forms distal to the densely calcified bone scar, 
which is gradually replaced and disappears. 

This information provides a means of accurately 
regulating the thyroid treatment of cretins by 





| lll an a 


-— oer Oo 








FW ww mt s 


‘ 








SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 233 


monthly x-ray studies, and of establishing the diag- 
nosis of cretinism in infants under 2 years of age. 
FRANCES E, BRENNECKE, M.D. 


Berman, J. K.: Interscapulothoracic Disarticu- 
lation of the Arm. Surgery, 1945, 18: 256. 


Interscapulothoracic disarticulation means the re- 
moval of the entire arm and shoulder. This includes 
the scapula, the outer two-thirds of the clavicle, and 
all attached muscles and fasciae. 

The disarticulation permits the complete excision 
of all anatomic lymphatics and lymph nodes, all re- 
lated muscular and fascial planes, and all involved 
axillary tissue, together with the related bones. This 
may be done as a unit operation with less blood loss 
than in a radical mastectomy. The skin flaps are usu- 
ally adequate so that skin grafts are ordinarily un- 
necessary. 

The mortality rate of this radical operation is no 
greater than for ordinary amputations of the upper 
arm. Therefore, aside from the disfigurement and 
inconvenience produced, there are no objections to 
its use. Certainly these are inconsequential objec- 
tions, when compared with the additional chances 
for cure. If a portion of the arm must be removed, 
then the inconvenience is not much greater and the 


disfigurement, though unsightly, may be rectified 
by proper shoulder pads. 

The author defines the indications for the pro- 
cedure, describes its technique, and calls attention to 
the importance of this old operation under modern 
diagnostic and surgical methods. Photographs, ana- 
tomical drawings, photoroentgenographs, and pho- 
tomicrographs are presented. Five cases without 
operative mortality are reported. The operation 
may be safely done at any age. Soft tissue growths 
gave better results than lesions in bone. The former, 
found in older patients, were carcinomas. 

The value of preoperative roentgen therapy has 
not been determined but roentgen therapy is advised 
because it may lessen the chance for metastasis and 
local recurrence. It may reduce the size of radio- 
sensitive or infected growths and thereby facilitate 
complete extirpation. 

None of the patients had local recurrences. The 
3 deaths occurred from internal metastases; they all 
occurred in patients with sarcoma. 

The end-results of interscapulothoracic disarticu- 
lation are encouraging. Available statistics, though 
meager, prove that the operation offers a chance for 
cure in cases ordinarily considered hopeless. 

RoBert P. Montcomery, M.D. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS © 


BLOOD VESSELS 


Freeman, N. E.: Secondary Hemorrhage Arising 
from Gunshot Wounds of the Peripheral Blood 
Vessels. Ann. Surg., 1945, 122: 631. 


Secondary hemorrhage following gunshot wounds 
in the first world war was a common complication. 
Although present methods of débridement, immobil- 
ization, and chemotherapy have resulted in a strik- 
ing reduction in the frequency of this complication, 
the occasional occurrence of severe bleeding, often 
with disastrous consequences, still make this prob- 
lem an important one. The author arrives at the 
following conclusions insofar as his experience was 
concerned: 

The incidence of secondary hemorrhage in 2,168 
cases of gunshot wounds of the neck and extremities 
was 1.06 per cent. Of the 23 patients, 15 bled from 
wounds of major blood vessels. The present study 
is based on an analysis of these 15 cases. 

Laceration of the arterial wall, rather than com- 
plete severance, was found in the 13 patients whose 
wounds were explored. There were 3 deaths in the 
group. Two patients developed gas gangrene and 
1 of these died. Ligation of the femoral artery re- 
sulted in ischemic gangrene requiring amputation 
in 1 case. Recovery took place in the remaining 
patients. 

A history of severe or recurrent hemorrhage in the 
forward area, or the presence of severe anemia on 
admission, is indicative of injury to a large blood 
vessel. Secondary hemorrhage is to be anticipated 
in cases with these findings. In spite of a demon- 
strated large opening in the main artery of the 
extremity, the peripheral pulse was normal in 6 
cases, reduced in 2, and absent in only 2 patients. 
Periarterial hematoma was found in 4 individuals, 
but pulsation and bruit was present in only 2 of these. 
Peripheral edema or diminished sensation in the 
distal parts of the extremities was present in three- 
quarters of the cases with lacerations of the blood 
vessels of the extremities. 

One case of rupture of an arteriovenous aneurysm 
of the neck is reported. In a second case of second- 
ary hemorrhage from the neck, the bleeding, which 
was definitely venous in origin, was controlled by 
suture of the tissues over the bleeding point. Both 
patients recovered. 

In all patients the major artery was exposed by 
wide extension of the original wound. Suture of the 
arterial laceration was attempted on 2 occasions. It 
was apparently successful in 1 case. In the second 
case thrombosis at the suture line extended down- 
ward and contributed to the development of gan- 
grene. In the remaining patients the artery was 
divided and ligated with No. 1 chromic catgut. No 
untoward results were observed after the use of this 
absorbable suture material. 


The injection of alcohol into the region of the 
paravertebral sympathetic ganglia was performed in 
4 cases, with good results. In a fifth patient, pro- 
caine was repeatedly injected. 

A small initial hemorrhage occurred in 7 patients 
before the severe blood loss which prompted opera- 
tion. Attention is again called to this “red signal” 
as an “inexorable indication for exploration of the 
wound.” Paut MERRELL, M.D. 


Eaton, R. M., Czebrinski, E. W., and Smith, J. R.: 
Oo tions on Pulmonary Arterial Pressure 
and Peripheral Venous Pressure following 
Arterial Blood Loss. J. Thorac. Surg., 1945, 14: 
339- 

This contribution represents the first of a series of 
studies concerned with pulmonary and circulatory 
changes resulting from simple peripheral arterial 
blood loss. During experimental studies by the 
authors on pulmonary lymph flow in which con- 
trolled arterial bleeding was instituted, very consist- 
ent lung changes, which were almost startling in 
their apparent import, were observed quite accident- 
ally. Pulmonary edema and pulmonary hemorrhage 
were produced at will by the simple removal of 
moderate to large quantities of blood from the fem- 
oral artery; the greater the blood loss, the greater 
the pulmonary damage. Inasmuch as great loss of 
blood is such a common occurrence on the battle- 
fields of the world, a study of the physiological 
factors involved in this pulmonary change seems 
necessary. 

The authors first report the results of their experi- 
ments with a large group of dogs in which 25 per 
cent of the blood volume was removed, for it was 
thought that the loss of this quantity would simulate 
a battle casualty. A second series of experiments with 
10 per cent loss of blood volume was made to com- 
pare with an operative hemorrhage of about 520 c.c. 
in an average human being. The methods of study 
are described in detail and the results are discussed 
at some length. 

It would seem possible that the pulmonary con- 
gestion resulting from systemic arterial blood loss is 
the result of increased permeability of the alveolar 
endothelium, due to acute anoxia of the tissues. 
When the physiological events are reconstructed, an 
acute anoxia is apparent for many reasons. Breath- 
ing is noted to be rapid, deep, and forced; air hunger 
has been produced and carbon dioxide concentration 
is increased. With arterial hemorrhage, there is a 
true loss of blood volume and a decrease in available 
red corpuscles to carry oxygen. The heart rate in- 
creases in hemorrhage, but cardiac output actually 
decreases. There is evidence that the circulation 
time is greater and that vasodilatation occurs. 
Besides these factors, there are certain experimental 
observations which show that deep, rapid, forceful 
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respirations and anoxia can produce increased pul- 
monary transudation. 

Pulmonary congestion resulting from acute 
arterial blood loss produces a block to normal cir- 
culation and an increase of pressure within the 
peripheral venous system, as well as within the pul- 
monary artery. This pressure is developed within 
from 20 to 30 minutes after the blood loss, and 
reaches its peak in from 50 to 60 minutes from the 
time of hemorrhage. 

The observations presented here are consistent 
with those of the anatomic and clinical findings in 
“‘bomb blast lung,” a pathological condition brought 
about by instantaneous overdistention of the alveoli, 
combined with direct trauma to the chest wall. The 
most typical lesion of bomb blast injury is hemor- 
rhage and edema of the lungs, and there is clinical 
evidence of high venous pressures. Proof of this 
fact might make it desirable to try venesection as a 
lifesaving procedure, as in the pulmonary edema of 
congestive heart failure. 

The authors conclude that there is a gradual de- 
cline of these elevated venous pressures to a lower 
than normal level within 144 hours of the hemor- 
rhage. Increased venous pressure during intra- 
venous administration has been shown experiment- 
ally to elevate the venous pressure additionally. 

HERBERT F. Tuourston, M.D. 


Djanelidze, J. J.: Universal Vascular Compressor 
for the Development of Collateral Blood Circu- 
lationin Arterial and Arteriovenous Aneurysms. 

U.S. Nav., M. Bull., 1945, 45: 11609. 


The use of modern firearms has led to an increase 
in blood vessel injuries and arterial and arteriove- 
nous aneurysms. Since spontaneous recovery of these 
conditions is so rare, surgical operation is the only 
indicated means of treatment. The time of surgical 
interference is a controversial point. Some surgeons 
regard the second and third week after injury as the 
ideal time to operate, while others wait as long as 
three months. 

Complete momentary ligature with sympathec- 
tomy (Ratner), incomplete ligature (Halsted, Matas, 
Allen), the operation of Kikutsi-Sym (ligature inside 
the sac), the operation of Matas (obliterative or re- 
constructive), and vascular sutures for the preserva- 
tion of vessel lumens have all been suggested for the 
treatment of arterial aneurysms and arteriovenous 
aneurysms. 

Since pathological changes occur in the vessel 
walls, ligature of the blood vessel accompanied by 
dissection of the sac seems to be the preferred oper- 
ation today. The operation is technically simple and 
practical regardless of pathologicoanatomic changes 
in the vessel walls. The danger of limb necrosis after 
ligation of the main arterial trunk is real, as 10 per 
cent of the cases in World War I showed this com- 
plication. 

Surgeons have been working on the problem of 
preventing gangrene of the limbs after arterial liga- 
tion, to decrease the number of amputations. Not 
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all arteries are equally affected. Ligation of the 
popliteal artery is particularly hazardous. Nearly 
20 per cent of the ligations of the carotid artery 
threaten the patient with serious circulatory dis- 
turbances of the brain. 

All surgeons agree that the necessity of pre- 
liminary development of a collateral circulation is of 
primary importance. Ratner advocates sympathec- 
tomy used in combination with mechanical compres- 
sion, contrast baths, and diathermy to improve the 
collateral circulation. 

Mechanical compression of the arterial trunks is 
accomplished in most institutions with digital pres- 
sure by a doctor or nurse. This is tiring and the pres- 
sure gradually becomes more feeble until it is essen- 
tially of no value. It is not practical when several 
patients in the same ward suffer from aneurysms. If 
the compression is entrusted to the patient, it is 
usually not effective. 

A vessel compressor has been devised to obviate 
these difficulties. Compression of the vessel is 
effected by a screw rod fastened in a block at the re- 
quired angle by a globular nut. This block moves 
along the grooves of the upper arm of the clamp. 
The hand wheel can be removed when the desired 
degree of compression has been established, so the 
patient cannot alter the pressure himself. 

A constant or removable plaster bandage in which 
the clamp is fixed is applied to the patient. Com- 
pression of the common carotid is effected approxi- 
mately at the level of the Chassaignac tubercle be- 
tween the ends of the sternocleidomastoid muscle. 
The patient is kept recumbent with the head slightly 
elevated on a pillow. 

Subclavian compression is effected betwcen the 
clavicular part of the sternocleidomastoid muscle 
and the upper side of the clavicle. The patient should 
be recumbent with the head slightly elevated. 

Compression of the femoral artery is effected just 
beneath Poupart’s ligament, above the transverse 
part of the pubis. The patient should be placed 
recumbent. 

At first the compression is applied several times a 
day for from 10 to 15 minutes each time. Then for 
the subclavian and femoral arteries, compression 
may be applied for from 2 to 3 hours several times a 
day during the next week. For the common carotid, 
great caution must be practiced; at the beginning the 
compression should be applied for only 1 or 2 minutes 
at a time. Careful watch must be kept for pares- 
thesia or paralysis and other symptoms of circulatory 
disorders. 

Just how a patient will react to carotid pressure 
never can be predicted, and a case is presented to 
show the possibility of a dangerous reaction. In 
cases such as this, primary ligature certainly would 
cause a serious circulatory disturbance in the brain. 
Other wounded patients bear common carotid pres- 
sure well, and soon the artery can be compressed for 
long periods without unpleasant consequences or cir- 
culatory disturbances. One cannot guess in which 
cases compression of the common carotid for a long 
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time is safe. This can be ascertained only by careful 
observation at the time of compression. 

In the course of compression the limbs may be- 
come cyanotic from proximal vein pressure. This is 
without dangerous after effects and may be counter- 
acted by massage and warming. Carotid pressure 
may cause coughing from simultaneous vagus nerve 
pressure. If applied for a short time, compression 
does not cause painful sensations. If after 2 or 3 
hours pain develops, it responds well to small doses 
of narcotics. 

After the apparatus has been used it can be dis- 
assembled and the parts cleaned with alcohol and 
packed away. The block, grooves, and globular nut 
must receive particular care. The clamp is left 
cemented in plaster, but its grooves must be cleaned 
well with alcohol. 

To check the efficiency of compression, a sphyg- 
mographic record of the arteries, such as the common 
carotid or subclavian, may be made or digital palpa- 
tion of the distal vessels carried out. 

One patient completely recovered from an arterio- 
venous aneurysm after prolonged application of the 
compressor to the right subclavian artery. His case 
is reported. 

In order to develop the collateral circulation, one 
must compress a single arterial trunk without dis- 
turbing the collateral paths. 

Matas’ vessel compressor is unfit for compression 
of the femoral artery immediately under Poupart’s 
ligament, as well as of the subclavian or carotid 
arteries. The proposed vessel compressor allows 
compression of nearly all the large arterial trunks 
such as the common carotid, subclavian, and femoral 
arteries, but it cannot be used for direct compression 
of the iliac artery. When this vessel requires ligation, 
the application of pressure to the femoral artery high 
under Poupart’s ligament is recommended. 

Rosert R. BicELow, M.D. 


Whipple, A. O.: The Problem of Portal Hyperten- 
sion in Relation to the Hepatosplenopathies. 
Ann. Surg., 1945, 122: 449. 


This contribution is based upon experience and 
studies gained from the organization of the Spleen 
Clinic at the Columbia-Presbyterian Medical Cen- 
ter in New York. In order to elucidate the patho- 
genesis, pathology, diagnosis, and treatment of 
portal hypertension, certain points in the anatomy 
and physiology of the circulation of the liver and 
spleen are reviewed in detail. 

The amount of portal bed obstruction, and the 
type and site of obstruction are all variable factors 
in individual patients with portal hypertension. It 
is the discovery in the individual patient of these 
factors and their analysis that very largely deter- 
mines the diagnosis, treatment, and prognosis. 
Patients with portal hypertension may be divided 
into two main groups: group I, those having intra- 
hepatic portal block; and group II, those having 
extrahepatic portal block. In the first group the 
cirrhoses, especially of the portal or Laennec type, 


are associated with portal block. The mutual in- 
fluence of the portal and arterial pressures within 
the liver provides an important explanation for the 
rise of portal pressure in portal cirrhosis, and also 
explains the variability of portal hypertension in the 
cirrhoses and the presence or absence of gastro- 
intestinal hemorrhage as an accompaniment of 
portal hypertension. 

With regard to group II, there are two types of 
obstruction seen in chronic occlusion of the portal 
vein and its main tributaries. The first is a re- 
placement of the vein or its main tributaries with 
fibrous tissue with little or no canalization. The 
second is a transformation of the portal vein, its 
main tributaries, or the enveloping tissue into a 
cavernomatous mass of small tortuous vessels, a 
process spoken of as cavernomatous transformation 
of the portal vein. In the first type of fibrous re- 
placement there are two causative factors. The 
most common is an organization into scar tissue of a 
thrombosis of the portal vein. The thrombosis may 
be the result of inflammation, trauma, or pressure 
from without by inflammatory or neoplastic tissue. 
The second causative factor is an extension into the 
left portal vein, or proximal to it into the main 
portal vein, of the obliterative fibrotic process that 
takes place at birth in the umbilical vein and ductus 
venosus as they empty into the left portal vein. This 
type of obstruction is rare but is seen in young 
children that begin at an early age to show portal 
block with splenomegaly and a Banti syndrome. 
The pathogenesis of cavernomatous transformation 
is not definitely known but it would seem logical 
that the etiology of this lesion is a variable one. 

The collateral circulation in portal block has been 
classified as of two types, the “hepatopetale” and 
the “hepatofugale.” When the circulation through 
the liver is unobstructed and the block is limited 
to the portal vein the blood may be shunted through 
the hepatopetale collateral veins into the liver. In 
lesions causing intrahepatic block the hepatofugale 
circulation shunts a variable amount of blood from 
a gastrointestinal tract and spleen around the 
iver. 

Both chronic intrahepatic block and extrahe- 
patic portal block have been successfully produced 
in experimental animals. Inthe experimental animals 
and in many of the patients, portal bed block pro- 
duces a fairly typical syndrome. This is true of the 
cases showing a splenomegaly whether the block is 
intrahepatic or extrahepatic. This syndrome con- 
sists of a variable secondary anemia, a leucopenia, a 
thrombocytopenia, a splenomegaly, and a tendency 
toward repeated severe gastrointestinal hemorrhage, 
most frequently associated with ruptured esophag- 
eal varices. The liver may be cirrhotic or normal, 
according to the site of the portal bed obstruction. 
This syndrome is frequently spoken of as Banti’s 
syndrome. It is the author’s present concept that 
Banti’s syndrome is the result of mechanical ob- 
struction to the flow of blood within the portal bed. 
In the cirrhoses there is a variable amount of portal 
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hypertension, determined by the amount of scar 
tissue in Glisson’s capsule, the relation of the pres- 
sure in the hepatic artery to that in the portal vein, 
and the extent of the hepatofugale circulation. For 
these reasons splenomegaly, gastrointestinal hemor- 
rhage, leucopenia, and thrombocytopenia are not 
always found in the cirrhoses. This syndrome is not 
characteristic of the biliary and cardiac cirrhoses. 
On the other hand, if the extrahepatic portal block, 
from whatever cause, is sufficient to produce 
splenomegaly, Banti’s syndrome is nearly always 
present, and a normal liver is usually found even in 
the cases of long standing. 

Patients with portal hypertension great enough to 
cause an enlarged spleen usually present leucopenia, 
thrombocytopenia, and secondary anemia of Banti’s 
syndrome. There may be no history of gross gastro- 
intestinal hemorrhage. The differential diagnosis 
from other splenomegalies is largely determined by 
accurate hematological studies. The site of portal 
block, as to whether it is intrahepatic or extrahe- 
patic, can usually be determined by certain liver 
function tests. If the liver function tests are nega- 
tive it is safe to assume that the block is extrahe- 
patic. This does not determine the site of the 
extrahepatic block, although the history or the age 
of the patient may indicate it. The author has been 
unable to determine the site of extrahepatic block at 
the time of splenectomy in more than half of his 
patients, although recently he has been able to 
demonstrate the block by diodrast venograms and 
roentgenograms made during the operation at the 
time of determining the portal vein pressures. 

The therapy of portal bed block, both intra- 
hepatic and extrahepatic, associated with Banti’s 
syndrome is considered in the discussion of treat- 
ment. Three factors, the site of the block, the de- 
gree of portal hypertension, and the extent and 
competency of the collateral circulation, determine 
the size of the spleen and the incidence of gastro- 
intestinal bleeding. The two latter components of 
the syndrome are the usual indications for attempted 
surgical therapy. In the past, three lines of surgical 
attack have been followed: splenectomy, the es- 
tablishment of a collateral circulation with omento- 
pexy, and the ligation of tributaries to the esophag- 
eal varices. If the portal block is in the splenic 
vein the removal of the spleen results in a permanent 
cure with disappearance of the Banti syndrome. 
Unfortunately, this site in the splenic vein is not a 
common one for portal bed block. However, even 
with the block in the main portal vein, splenectomy 
provides relief for a variable time because of the 
removal of a large area of the portal bed, and until 
the portal hypertension builds up again. The effi- 
cacy of omentopexy is questionable. If the operation 
is done in the presence of a well established col- 
lateral venous circulation in the abdominal wall, the 
results in a few cases are encouraging, but are prob- 
ably due to Nature’s efforts rather than to the 
surgeon’s. Attempts to ligate the tributaries feeding 
into the veins of the cardia and esophageal varices 


have been disappointing. Injection and coagulation 
methods to obliterate the esophageal varices have 
produced no improvement, since these methods shut 
off one of the chief collaterals between the portal and 
systemic circulation and increase the portal hyper- 
tension. The large number of patients with portal 
vein block and Banti’s syndrome who had splenec- 
tomy, but who continued to have recurrent gastro- 
intestinal hemorrhage, challenged the members of 
the Spleen Clinic to seek a more effective and 
permanent therapy. 

Efforts to anastomose branches of the mesenteric 
veins to the spermatic, the ovarian, and the inferior 
vena cava by suture technique failed. When Blake- 
more and Lord developed the endothelial lined 
vitallium tube nonsuture technique for bridging 
large vessel defects, it was decided to apply this 
method to portacaval shunting operations. With 
this principle, 10 of these major procedures have 
been carried out, 5 by union of the splenic vein and 
left renal veins, after removal of the spleen and left 
kidney. In the last 5 patients the portal vein was 
anastomosed to the inferior vena cava, end to side. 
All the patients have survived their operations. The 
results in 5 have shown such improvement that the 
application of portacaval anastomosis by the non- 
suture technique is being extended. It will require a 
follow up period of at least three years to determine 
the value of these procedures. 

Joun L. Lrypgutst, M.D. 


Blakemore, A. H., and Lord, J. W., Jr.: The Tech- 
nique of Using Vitallium Tubes in Establishing 
Portacaval Shunts for Portal Hypertension. 
Amn. Surg., 1945, 122: 476. 


Since Eck first performed successful experimental 
anastomosis of the portal vein to the vena cava, 
surgeons have been interested in the clinical appli- 
cation of the Eck fistula for the relief of portal hyper- 
tension. The rare reported instances of attempts at 
the establishment of portacaval shunts by suture 
and the discouraging results signify the technical 
obstacles to its clinical application. The develop- 
ment of the vitallium tube nonsuture method of 
blood vessel anastomosis has afforded a new method 
of accomplishing either splenorenal anastomosis or 
portal vena caval anastomosis. 

Splenorenal anastomosis is capable of handling a 
large volume of blood and has the peculiar advan- 
tage of eliminating a sizable portion (estimated at 
40 per cent) of the total circulating portal blood 
volume by splenectomy. The authors’ clinical ex- 
perience thus far has been limited to end to end 
anastomosis of the splenic vein to the left renal vein. 
The facility with which an end to side anastomosis 
may be carried out with a vitallium tube affords an 
alternate method to the sacrifice of a kidney. The 
technique consists of mobilizing the spleen and pre- 
serving the full length of the splenic vein with min- 
imum trauma during splenectomy. The splenic 
artery is ligated and the spleen is somewhat emptied 
of its blood. The splenic vein is ligated just at its 
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primary distal branching. The blood is then milked 
far proximalward in the vein and a rubber-shod 
clamp applied. Following removal of the spleen the 
stump of the splenic vein is opened, triangulated 
with clamps, and irrigated with normal saline solu- 
tion. 

The left kidney is removed, but a maximum 
length of the main renal vein is preserved for the 
anastomosis, and a rubber shod clamp is applied as 
far proximally as possible. The stump of the renal 
vein is treated in the same way as the stump of the 
splenic vein and a proper sized vitallium tube is 
selected. The end of the splenic vein is passed 
through the tube, triangulated, and everted over the 
end of the tube. The vein is held in place by a liga- 
ture of silk placed behind a ridge on the tube. The 
intima covered end of the vitallium tube is intro- 
duced into the renal vein and a ligature is applied 
over the vein proximal to the ridge on the tube. A 
second ligature is used to approximate the renal 
vein snugly to the splenic vein near the end of the 
tube. The latter ligature prevents blood from pene- 
trating between the two intimas. The clamp on the 
splenic vein is released and immediately following 
the clamp on the renal vein is released. It was 
necessary to resort to a vein graft in only 1 of the 5 
cases. 

The Eck fistula type of portacaval shunt has the 
advantage of size. An end to end anastomosis of the 
portal vein to the vena cava by the nonsuture vital- 
lium tube technique affords an estimated blood 
carrying capacity from 30 to 40 per cent greater than 
a splenorenal anastomosis. In order to avoid the un- 
desirable use of a vein graft it is necessary to mobilize 
the portal vein from its bifurcation at the liver to the 
origin of the splenic vein. The portal vein is mobi- 
lized, to protect the common duct and hepatic artery 
from injury, and a rubber shod clamp is applied to 
the portal vein at the origin of the splenic vein. A 
transfixion ligature is placed around the portal vein 
at its bifurcation close to the liver, and the vein is 
transected distal to the ligature. The vena cava is 
mobilized from the level of the liver down past the 
entrance of the left renal vein to the upper level of 
the right renal vein and a clamp is placed but not 
tightened at this time. The portal vein is passed 
through a vitallium tube and cuffed over the end of 
the tube and ligated behind the holding ridge. The 
vein covered vitallium tube is now swung out from 
behind the common duct and over the vena cava, and 
a site for the anastomosis which will not result in 
angulation or compression of the vein is selected. 
Two purse string sutures of silk are introduced into 
the full thickness about the site chosen for anasto- 
mosis to form two circles, the diameters of which are 
4 and 6 mm. larger, respectively, than the diameter 
of the vitallium tube. A second clamp is placed at 
the upper part of the mobilized vena cava and the 
distal clamp is tightened to occlude the vena cava. 
A cruciate incision is made through the vena cava 
wall and the apex of each quadrant grasped with 
mosquito forceps. The veins are irrigated with 


saline solution and the vitallium tube bearing the 
portal vein is advanced into the opening. The inner 
purse string suture is tied proximal to the ridge on 
the tube. To establish the blood flow the proximal 
clamp on the vena cava is released first, followed 
immediately by release of the clamps on the portal 
vein and the distal vena cava, respectively. 

This article is based upon experience gained in the 
establishment of portacaval shunts in 10 cases (5 
splenorenal anastomoses, and 5 portal vein to vena 
cava anastomoses). Convincing clinical evidence of 
portal hypertension should be procurable in the vast 
majority of cases preoperatively. One can accurately 
predict on the basis of liver function chemistry 
whether portal hypertension is due to intrahepatic 
(portal cirrhosis) or extrahepatic portal bed block. 
The variable origin of the coronary vein from the 
splenic or portal vein accounts for the presence or 
absence, respectively, of esophageal varices in con- 
gestive splenomegaly due to a block in the splenic 
vein. 

Splenectomy alone as a treatment for con- 
gestive splenomegaly should be limited to those 
cases of splenic vein thrombosis in which the coro- 
nary vein arises from the portal vein, or, if it arises 
from the splenic vein, to those cases in which the ob- 
struction is distal to its origin. At operation in cases of 
congestive splenomegaly due to extrahepatic portal 
block, venous pressure readings are essential to de- 
termine the obstruction sites in the splenic vein. A 
normal reading from a branch of the superior mesen- 
teric vein and an elevated reading from a branch of 
the coronary vein of the stomach would indicate a 
block in the splenic vein and suggest that the 
coronary vein originates from the splenic vein 
distal to the site of the obstruction. This evidence 
would make splenectomy followed by splenorenal 
anastomosis preferable to splenectomy alone. In a 
case of congestive splenomegaly in which the superior 
mesenteric pressure is normal, the splenic vein 
pressure elevated, but the coronary vein pressure 
approximately normal, a splenectomy alone would be 
indicated. Venography following injection of diodrast 
in a branch of the coronary vein is useful in confirm- 
ing the site of origin of the coronary vein. In most 
cases of cavernomatous transformation of the portal 
vein splenorenal anastomosis is likely to be the only 
type of portacaval shunt it is practical to use. It was 
found feasible in 1 case of atresia at the portal 
fissure, in which the spleen had been previously re- 
moved, to do a portal to vena cava anastomosis with 
a vein graft. 

Every one of the 10 cases of portacaval shunts 
went through a successful postoperative convales- 
cence. The interval following operation has been 
too short in some to judge the results. However, in 
6 of the 10 cases the improvement has been so out- 
standing that it justifies continuation of the pro- 
cedure. The Eck fistula operation is better tolerated 
by the patient, in all probability because of less 
blood loss during the procedure. 

Joan L. Lrnpqutst, M.D. 
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LYMPH GLANDS AND LYMPHATIC VESSELS 


David, P.: Hodgkin’s disease (La maladie de Hodgkin). 
Union méd. Canada, 1945, 74: 1542. 


The author presents a table showing the details of 
his findings in a careful study of 30 cases of Hodg- 
kin’s disease. Jackson and Parker have described 
three types of Hodgkin’s disease, Hodgkin’s para- 
granuloma, Hodgkin’s granuloma (the classical 
clinical type of the disease), and Hodgkin’s sarcoma. 
The prognosis in these conditions depends on the 
type of the lesions. If this classification should 
prove valid it is a very important contribution to the 
subject. 

Neither Sternberg nor Reed discovered the cells 
which bear their names. The frequency of the dis- 
ease increases with age. It is as yet impossible to 
say whether Hodgkin’s disease is infectious or neo- 
plastic in nature. It is a borderline disease, which 
makes it especially important. Gordon thought he 
had discovered a virus for it but was unable to prove 
it; nevertheless his test is of some value. Poston 
discovered brucella melitensis in 14 consecutive 
cases and this may prove to be the causative agent. 

Pruritus is a secondary symptom which is not very 
frequent. The author has seen three types of fever 
in the disease. If there is no superficial adenopathy 
it may be impossible to make a diagnosis of abdomi- 
nal Hodgkin’s disease. 

There is no typical blood picture in the disease but 
yet the blood picture may be an aid in diagnosis. 
Eosinophilia is rare. 

Even if the clinical picture is very severe roentgen 
ray or radium treatment should be given. In se- 
lected cases surgical extirpation of the glands fol- 
lowed by roentgen or radium therapy has given very 
long survivals. Any visible hypertrophy of the 
glands should be examined at once by means of 
biopsy. The longest survivals have been seen in 
the cases of early removal of Hodgkin’s glands. 

Aubrey G. Morcan, M.D. 


Charache, H.: Tumorsin One of Homologous Twins; 
Hodgkin’s Disease with Primary Skeletal 
Manifestations. Am. J. Roentg., 1945, 54: 179. 


The author reports the fifth case of Hodgkin’s 
disease in one of homologous twins; the first 2 cases 
in the literature were reported by the same author. 

The patient was a white female, aged 5 years, one 
of homologous twins with a history of pain in the 
right hip and right shoulder, fever, and loss of 
weight of ten weeks’ duration. On examination, 
aside from poor nutrition, fever, increase in the 
pulse and respiratory rates, and leucocytosis, mani- 
festations of the disease were limited to the roentgen 





Fig. 1. Hodgkin’s disease in one of homologous twins 
(Healthy twin refused to take off shoes.) 


findings of areas of rarefaction in the parietal region 
of the skull, the right clavicle, and the right ilium. 

Roentgen therapy to the right hip and clavicle was 
of no benefit and the child died one month after ad- 
mission, shortly after the onset of a bilateral pneu- 
mothorax. Postmortem examination revealed Hodg- 
kin’s disease of the thymus, cervical lymph nodes, 
liver, spleen, bones, and lungs, with secondary em- 
physema and bilateral pneumothorax. 

The patient’s homologous twin was last examined 
four years and eight months after the onset of 
symptoms in the deceased homologous twin. Phys- 
ical examination, including roentgenographic study 
of her skeleton and lungs, showed no evidence of any 
pathological condition. Ernest E. ArNnEm, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Lovell, D. L.: Skin Bacteria; Their Role in Con- 
tamination and Infection of Wounds. Arch. 
Surg., 1945, 51: 78. 

Investigations were carried out to determine the 
type and number of bacteria gaining entrance to the 
wound during the course of routine operation and 
their role in the infection of the wound. 

To determine the number and type of organisms 
gaining entrance to the wound during operation 
cultures were taken as follows: 

1. After proper skin preparation a sterile sponge, 
thoroughly moistened with isotonic solution of sodi- 
um chloride, was rubbed over the skin. The saline 
solution was then expressed from the sponge into a 
sterile container. All this solution was cultured by 
the pour plate method. After 24 hours of incuba- 
tion, the number and type of colonies present were 
recorded. 

2. Immediately after the incision in the skin had 
been made, towels were clipped to the edges to 
prevent, so far as possible, surface bacteria from get- 
ting into the wound. The wound was then irrigated 
with a small amount of isotonic solution of sodium 
chloride and the solution cultured by the method 
previously mentioned. 

3. After the primary object of the operation had 
been accomplished the wound was again irrigated 
and the solution cultured. 

4. After the wound had been closed the towels 
were removed, and the final culture was made from 
the surface of the skin. 

Although there is no accurate method of recover- 
ing all the organisms in the wound or on the surface 
of the skin, the procedures used gave uniform re- 
sults which were satisfactory for comparison. All 
operations were performed under bactericidal radi- 
ant energy to minimize contamination from the air. 

Cultures were taken during 35 operations for 
inguinal hernia and during 115 operations of other 
types. Few organisms were obtained from the sur- 
face of the skin immediately after mechanical and 
chemical cleansing. Some of the cultures were ster- 
ile, but of those which grew organisms the greater 
number presented the staphylococcus albus. Other 
bacteria, including the staphylococcus aureus, the 
escherichia coli, and a nonpathogenic fungus, were 
present occasionally in small numbers. 

In the second culture, it was shown that in most 
instances a few organisms were carried into the 
wound with the skin knife. They were of the same 
variety as those obtained from the surface of the 
skin, were relatively nonpathogenic, and belonged to 
the resident flora. 

The number of organisms obtained from the 
wound just before closure was considerably greater 


than the numbers recovered in the first two cul- 
tures. This was probably due to the fact that the 
bacteria which gained entrance to the wounds mul- 
tiplied during the time of operation. 

A large number of organisms were obtained from 
the surface of the skin after closure of the wound. 
This was thought to be due to the resident flora 
rising to the surface and multiplying during the 
time of operation. 

The number and type of bacteria obtained from 
the surface of the skin immediately after mechanical 
and chemical cleansing did not vary greatly with the 
character or location of the operation. The number 
of bacteria removed from the wound before closure 
was greater in the operations for inguinal hernia 
than in the other operations. This was thought to 
be due to the presence of numerous hair follicles in 
this region, which results in a larger resident flora. 

During operations the skin should be considered 
contaminated at all times regardless of the preopera- 
tive preparation. In closing the wound the towels 
should be left in place until the wound is closed to 
the subcutaneous fascia. At this time the surface of 
the skin should be considered much more contam- 
inated than at the time the original incision in the 
skin was made. The towels should then be removed, 
the surface of the skin cleansed with the antiseptic 
solution, and clean sterile towels placed over the 
area before the sutures are inserted in the skin. 
Stitch abscesses are best avoided by the additional 
precautions of early removal of the suture and the 
avoidance of tension. Lucian J. Fronputt, M.D. 


Starr, I., Mayock, R. L., and Battles, M. G.: Con- 
valescence from Surgical Procedures. Studies 
of Various Physiological Responses to a Mild 
Exercise Test. Am. J. M. Sc., 1945, 210: 713. 


The aim of the authors’ investigation was to ex- 
plore the possibilities of finding objective methods of 
demonstrating abnormalities present in convales- 
cence after surgical procedures which would serve 
as an indication of the duration of the convalescent 
state and as a test of measures designed to shorten 
it. The authors believed that no abnormalities char- 
acteristic of convalescence would be demonstrable 
while the patients lay at rest, but they hoped that 
when the patients performed a task, abnormalities 
might manifest themselves. For this purpose an 
easy weight lifting test was devised which could be 
performed by the subject while lying in bed on his 
back and breathing from a spirometer designed to 
measure the basal metabolic rate. By this means 
oxygen consumption could be determined without 
gas analysis and both the rate and volume of respi- 
ration estimated from the spirometer record as well. 

Oxygen consumption and volume, and the rate of 
respiration were determined before, during, and after 
standard exercise. The cardiac output (ballistocar- 
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diogram) and pulse rate were estimated before, just 
after, and 5 minutes after the same exercise. 

Measurement of the magnitude of the changes in- 
duced by the exercise, revealed no significant differ- 
ences which could be attributed to convalescence. 
However, when attention was given to the duration 
of the changes induced by the exercise, the averages 
showed significant differences, the increased oxygen 
consumption, respiration, and pulse rate declining to 
the resting level more slowly during convalescence 
than before operation. 

The respiration and oxygen consumption of sub- 
jects at rest were not significantly changed during 
convalescence. 

The variability in the physiological response to 
exercise is so great that a test of the type used gives 
no promise of providing a satisfactory measure of the 
duration of convalescence in individual cases. How- 
ever, the slow return to normal of the pulse rate, 
respiration, and oxygen consumption after exercise 
may have some value as an indication of persisting 
abnormality in certain individuals and will provide 
significant differences when data obtained from a 
series of 10 or more cases are averaged. 

JoserH K. Narat, M.D. 


Erskine, J. P.: The Effect of Postoperative Exer- 
cises and Massage on the Incidence of Pul- 
monary Embolism at the Chelsea Hospital for 
Women. J. Obst. Gyn. Brit. Empire, 1945, 52: 480. 


Postoperative exercises and massage were intro- 
duced at the Chelsea Hospital for Women in 1937 in 
an attempt to reduce the incidence of pulmonary 
embolism. 

The incidence of fatal embolism following ab- 
dominal operations fell by more than 50 per cent in 
the subsequent 7 year period. 

The deaths from embolism are reviewed with re- 
gard to general incidence, age of the patient, and 
type of operation. 

Some details of the exercises and massage em- 
ployed are given and are followed by a short dis- 
cussion with references to the recent literature. 

Joun J. Matoney, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Evans, E. I., and Bigger, I. A.: The Rationale of 
Whole Blood Therapy in Severe Burns. Ann. 
Surg., 1945, 122: 693. 


The main purpose of the authors’ study was to 
evaluate whole blood transfusion in the management 
of burn shock in the severely burned patient. Blood 
volume determinations in severely burned patients 
soon after the burn had been received indicated a 
decrease in the total circulating red cell mass. It is 
believed that this initial loss of red blood cells may 
account for a considerable portion of the ‘‘masked 
anemia” that appears in the post-shock period in 
many burn patients. Other than a deficit in the red 
cell mass soon after the burn is received, the cause of 


the early anemia in burn patients has not been dis- 
closed by any studies made by the authors. The 
authors do not believe that intravascular hemolysis 
is responsible for the major portion of this red cell 
deficit because in many patients there was little or no 
staining of the plasma with free hemoglobin; they 
are of the opinion that the red cell deficit is due in 
the main to sludging or trapping of large masses of 
red blood cells in the capillaries in and adjoining the 
burned area. The hematocrit data do not neces- 
sarily indicate the extent of the anemia in burns, 
especially when plasma and red cells are lost in dis- 
proportionate amounts into the burned area. 

The general plan of a clinical experiment was to 
treat the patient’s burn by pressure dressings and to 
give intravenous whole blood infusions of 500 to 
1,000 c.c. every 6 hours for the first 48 hours, along 
with enough saline and other fluids to keep up a 
urinary output of from 50 to 100 c.c. per hour. 
Every effort was made to have the patient take 
fluids by mouth rather than by the intravenous 
route. Fluids were given in the form of water, soft 
drinks, milk, or fruit juices. For children of from 1 
to 5 years of age, the six-hourly infusions of whole 
blood were usually limited to from 150 to 200 c.c.; 
in all burned patients every effort was made to give 
whole blood up to the amount necessary to keep the 
hemoglobin level above too per cent during the 
first 4 days of therapy. Penicillin, usually 100,000 
units daily, was given to all patients. 

When burn patients were given plasma alone, 
even in large amounts, it was not unusual to find 
low plasma protein levels on the fourth or fifth day, 
especially in cases in which the burn was deep and 
extensive. On the other hand, in the series of burns 
treated with large amounts of whole blood the 
plasma protein levels were maintained at more 
nearly the optimum level. This may have been due 
to improved blood flow through the liver during the 
period of burn shock, and consequently less liver 
anoxia in the patients treated with whole blood. 
Stated differently, one of the advantages of whole 
blood therapy may be the maintenance of the liver 
in such a state that plasma protein production is 
carried on in a more nearly normal manner during 
the initial burn period. The authors found it pos- 
sible to maintain a good urinary output even when 
hemoconcentration appeared to be quite marked. 
The impression was that these burn patients who 
had been treated with whole blood showed less “‘tox- 
emia” than did others receiving plasma or gelatine. 

The authors have been pleased with the rapidity 
with which growth of epithelium has taken place in 
burned areas that at first appeared of a depth and 
extent to require extensive skin grafting. An in- 
creased incidence of thrombosis in burn patients 
with hemoconcentration has been feared, and one 
might hesitate to give whole blood for this reason, 
but it is interesting to note that in this series of 32 
patients, 29 of whom survived, there was no in- 
stance of thrombophlebitis or pulmonary embolus 
recognizable clinically. Josep K. Narat, M.D. 
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Ungley, C. C., Channell, G. D., and Richards, R. L.: 
The Immersion Foot Syndrome. Brit. J. Surg., 
1945, 33: 17- 

Prolonged exposure of the extremities to moist 
cold insufficient to cause tissue freezing produces the 
well defined syndrome of immersion foot. In the 
natural course of a typical case of immersion foot 
there are 4 stages: the period of exposure and the 
prehyperemic, hyperemic, and posthyperemic stages. 
During the first two stages the feet are cold, numb, 
swollen and pulseless, and pain is not a prominent 
symptom. Within a few hours after rescue the feet 
become hot and flushed and the pulses are full and 
bounding. With hyperemia comes pain which is se- 
vere, burning, or throbbing in character, and in- 
creases in intensity for from 24 to 36 hours. Swelling 
increases with the hyperemia, and there is a rapid 
recovery of sensation from above downward until 
from 7 to 10 days after rescue, when a relatively sta- 
tionary sensory picture is obtained. Typically the 
sensory loss is of the “‘sock” or “carpet slipper” dis- 
tribution. Further recovery of sensation is slow and 
is dependent upon the regrowth of nerve fibers. 
Areas that are to become gangrenous fail to warm, 
remain white or blue, and blister extensively. The 
duration of the hyperemic stage varies from a few 
days to months according to the severity of the case. 

The posthyperemic stage may be absent in mild 
cases, but in the typical case it is first manifested by 
a change in temperature of the feet, which become 
cool on exposure to mild cold. The feet remain cold 
for several hours and later may become permanent- 
ly cold and “‘cold-sensitive.” In some cases the feet 
are also heat-sensitive. Spontaneous excessive sweat- 
ing of the feet is a prominent feature of the post- 
hyperemic stage, and recurrent swelling, tingling or 
shooting pain, and blistering are other complaints. 
In about two-thirds of patients with immersion foot, 
the hands are also affected, usually less severely. 

When a limb is immersed in cold water the tem- 
perature of the digits falls rapidly to within 1° to 2° 
of the water temperature. The earliest records of 
skin temperature in immersion foot syndrome have 
been made in from 9 to 12 hours after rescue. At 
this time the digits were already warm and within a 
few hours reached full vasodilation level. Once the 
hyperemic stage is fully developed the hand or foot, 
except for gangrenous areas, is warmer than the up- 
per arm or thigh, and the normal vasoconstrictor 
gradient is abolished. Reflex vasomotor activity in 
response to heat or cold is absent, but returns grad- 
ually. In the posthyperemic stage, the feet are al- 
most habitually cool, and many degrees of reflex 
vasomotor activity may be observed. In the more 
severe cases there is complete failure of reflex vaso- 
dilation. 

In the experience of the authors, the most signif- 
icant factor in prognosis is the amount of damage to 
the peripheral nerves. A useful criterion is the extent 
of loss of sensation to cotton wool touches at the end 
of the first week, and cases have been subdivided into 
4 groups on this basis: 


Grade A. Minimal cases without interference or 
with transient interference with nerve function. 

Grade B. Mild cases with reversible nerve dam- 
age. 
Grade C. Moderately severe cases with irrevers- 
ible (degenerative) nerve lesions. 

Grade D. Severe cases with irreversible nerve le- 
sions and gangrene. 

The essential cause of immersion foot syndrome is 
prolonged exposure of the limbs to cold insufficient 
to freeze the tissues. Contributory factors are mal- 
nutrition and exhaustion, and the relative immobil- 
ity and continued dependency of the feet. Mechan- 
ical interference with circulation as from tight cloth- 
ing or shoes is a factor. Chilling of the upper part 
of the body from wind and wetness acts by reducing 
peripheral circulation. The disorder may arise in 
extremities exposed to prolonged cold with no more 
damp than is provided by condensed perspiration. 

The difference between frostbite and immersion 
foot is important but is not always clear cut. In 
general, frostbite causes death of tissue by freezing, 
and skin, being most superficial, suffers most; in im- 
mersion foot there is prolonged chilling and ischemia, 
which affects the tissues with the lowest biological 
resistance, namely nerve and muscle, most severely. 
Even with irreversible nerve damage there may be 
no loss of skin. 

In the series of patients observed by the authors, 
there were two groups of survivors from shipwreck 
in warm waters. Edema of the feet may follow ex- 
posure in open boats, in the tropics. This group 
does not form a simple clinical entity. Many of the 
cases resemble the peripheral vasoneuropathy ob- 
served after chilling. A number of factors are prob- 
ably involved, such as immobility and dependency 
of the feet, immersion in warm sea water, semi-star- 
vation, dehydration, and the effects of sunlight. 

Pathological material obtained from tissues affect- 
ed with immersion shows that nerve and muscle suf- 
fer most severely. The peripheral nerves undergo a 
process of patchy Wallerian degeneration. Changes 
are most marked in the distal portions of the nerves, 
and fibers of small calibre appear to suffer more 
severely than large medullated fibers. The clinical 
and pathological evidence is in favor of the hypoth- 
esis that during exposure and in the prehyperemic 
stage intense vasoconstriction is the predominant 
feature. The combination of chilling and ischemia 
gives rise to a peripheral vasoneuropathy. The early 
hyperemic stage appears to be due to release of stable 
vasodilator substances in the tissues, and once the 
effect of these has subsided, the hyperemia is main- 
tained because of paralysis of peripheral vasocon- 
strictor fibers. The late vascular phenomena are 
more difficult to explain but it is assumed that they 
are the result of denervation and the subsequent re- 
innervation of peripheral blood vessels, which may 
also acquire a sensitivity to cold analagous to that 
seen in the Raynaud syndrome. 

In discussing the treatment of immersion foot, 
confusion has arisen because methods which are of 
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value in one stage have been wrongly employed in 
another. During the prehyperemic stage the authors 
advocate an intermediate course between cooling to 
2° to 5° C., as advocated by some, and rapid warm- 
ing to 37° C., as advocated by others. The degree 
of warmth applied should be no greater than that 
needed to permit relaxation of the arteries. While 
warming the body, exposure of the extremities to a 
cool atmosphere (18° to 22° C.) appears to be logical 
and satisfactory. It is emphasized that efforts to 
hasten the release of vasoconstriction, whether by 
body warming, local warmth, sympathetic block, or 
drugs, may do harm unless steps are taken to control 
the degree of vasodilation when it occurs. During 
the hyperemic stage, several methods have been sug- 
gested to limit the excessive exudation set up by a 
too rapid return of circulation. Treatment by cool- 
ing alone is often sufficient and should begin as soon 
as vasodilation develops. The optimum cutaneous 
temperature for prolonged cooling is 21° C. In the 
posthyperemic stage and for the late sequel of a 
cold-sensitive state, a warm covering is demanded 
not only for the affected extremities but for the rest 
of the limbs and for the trunk. Smoking should be 
forbidden if there is a tendency to vasospasm. Oc- 
cupational therapy is of value. It is in this stage 
that sympathectomy or sympathetic block may 
prove of value in treatment. 
Joun L. Lrypgutst, M.D. 


Blackburn, G., and Rob, C. G.: The Abdominal 
Wound in the Field. Brit. J. Surg., 1945, 33: 46. 


The treatment of an abdominal wound commences 
immediately after wounding, and resuscitation is 
very important. This usually consists of warmth 
and morphine, but plasma has saved many lives. 
In exceptional cases blood has also been used this 
early to great advantage. Evacuation should be 
carried out with the transfusion running, as a second 
resuscitation is far more difficult and lengthy than 
the first; a greater use of the “in ambulance” trans- 
fusion is desirable. The morphine is preferably 
given intravenously, but will rarely be needed after 
the wounded man has reached the advanced surgical 
center. Here the amount of further resuscitation re- 
quired is assessed, the guiding factors being the 
blood pressure, pulse rate, and state of the peripheral 
circulation; it should always be remembered, of 
course, that ether used as an anesthetic is a stimu- 
lant, and that the relatively slow pulse of the average 
thoracoabdominal wound will quicken dramatically 
when the pleura and peritoneum are opened. How- 
ever, the majority of these patients have lost blood, 
which requires equivalent replacement (3 pints are 
usually sufficient), with plasma to follow as required. 
Immediate operation is undertaken only on account 
of continued hemorrhage, especially from the mes- 
enteric vessels, gross associated muscle wounds, or 
prolapsed and strangulated intestine. 

In view of the high mortality of exploratory 
laparotomy in these injuries the author stresses the 
need of exact diagnosis, and in this connection 
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emphasizes the importance of auscultation of the 
abdomen for the presence or absence of peristaltic 
sounds. Thus, he adduces figures from his material 
showing that in the presence of lesions of the hollow 
viscera peristalsis was present in only 5 instances and 
absent in 84, while in the absence of hollow visceral 
lesions peristalsis was present in 64 instances and 
absent in only 1 instance. However, he believes 
that absence of borborygmi indicates thorough soil- 
ing of the general peritoneal cavity. 

Roentgenography has been of little value in ab- 
dominal wounds, especially with the type of machine 
available in forward work. Of course, it is apt to be 
of value in the case of associated injuries, which the 
author believes to be of great importance, even pro- 
viding for their operative treatment coincidental 
with or preceding the opening of the abdomen. 

The authors do not believe that thoracoabdomi- 
nal wounds are more grave than the purely ab- 
dominal variety, but that in the presence of pelvic com- 
plications the results are apt to be poor. When the 
rectum is intact they favor the use of the Murphy 


‘ drip because with the usual venoclysis there is the 


danger of pulmonary edema resulting from the ex- 
cessive administration of fluid into the vein after 
operation. 

When the large bowel is perforated the authors do 
not subscribe to the dictum that exteriorization of 
wounds of the colon, wherever located, is the ac- 
cepted practice, or, at least, functional exclusion by 
a proximal colostomy. Sixteen of the patients were 
treated by suture, with 5 deaths, and 57 by exteri- 
orization, with 26 deaths. It is believed that routine 
exteriorization of the right side of the colon is both 
unnecessary and dangerous, and that suture is the 
simpler and safer procedure. This may even be the 
case in wounds of the splenic flexure, where mobil- 
ization is often difficult and productive of shock. Of 
course, these statements refer to young vigorous 
soldier patients; at least, none of the deaths from 
peritonitis in this series has followed suture of wounds 
of the large gut. In fact in 1 case the wound of the 
intraperitoneal portion of the rectum was accom- 
panied by multiple perforations of the small bowel 
with three complete transections, severe bleeding 
from the bowel and mesentery, and eventration of 
some 18 inches of ileum, some 6 hours after wound- 
ing; yet 2 feet of the ileum were resected and the 
rectum was sutured (without colostomy), and the 
patient made a good recovery. 

Naturally, wounds of the small intestine are the 
most numerous but they are relatively less nocuous 
than the usual associated injuries (if one excludes 
involvement of the liver, kidneys, and spleen). In 
fact, perforations seem to do well with single layered 
sutures only, in contrast to the large gut, for which 
two layers are invariably employed. Drainage of the 
abdomen in these cases has little to recommend it, 
because blood, rather than intestinal contents, is 
usually found in the peritoneal cavity. It has been 
the authors’ practice to drain the laparotomy wound 
when there has been gross soiling, and to drain the 
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peritoneum only when bile or feces in large quantity 
has contaminated it. 

Kidney wounds are of less concern at the forward 
station so long as the pedicle is not too severely in- 
volved; when the pedicle is involved, a nephrectomy 
may sometimes be required because of persistent 
hematuria. 

The patient must remain in the field dressing 
station or the casualty clearing station following 
laparotomy until his general condition warrants 
evacuation and the abdomen can be said to be fairly 
quiescent; this usually involves 10 days or more. 
The danger of sitting patients up too soon after 
laparotomy should always be remembered. The 
value of sulfadiazine (6 gm. daily) in intravenous 
drip has already been stressed, and results, as yet 
unpublished, show sulfadiazine to be superior to 
penicillin in combating peritonitis. In the immediate 
postoperative period gastric suction and morphine 
are useful; morphine (gr. 4% every four hours) has 
always proved satisfactory as a sedative for the pa- 
tient and his alimentary canal, and it can usually be 
discontinued as soon as the bowels act. This is rare 
before the fourth day, but it does not mean that an 
enema before this is always contraindicated. It may 
indeed be a helpful measure in a patient with an in- 
jury of the small gut whose large bowel was loaded 
at the time of operation. An enema may likewise be 
useful as a preliminary measure before a rectal drip 
is started. 

As regards postoperative diet, it is, at first, fluid; 
however, careful fluid charts have repeatedly shown 
that a pint or more of fluid per day is retained even 
with continuous suction. Nutrient fluids are there- 
fore of use. Two hundred milligrams of ascorbic 
acid daily are given as well. 

More than 50 per cent of the deaths occur from 
shock or hemorrhage within 48 hours. After this, 
the fate of the patient depends partly on the nature 
and multiplicity of his wounds and the interval be- 
tween wounding and operation, the most important 
cause of death being pulmonary (bronchopneumonia, 
pulmonary edema, and embolism). Silent distention 
of the abdomen occurs quite frequently, but when 
not due to peritonitis it has not proved fatal in this 
series. Fluids other than plasma and glucose-saline 
solution have been employed—hypertonic saline 
solution for thoracoabdominal wounds with severe 
laceration of the lung, alkali for the patient with 
threatened anuria (2 per cent or 4 per cent sodium 
bicarbonate), and blood for the anemia which so 
commonly becomes evident on the fifth to seventh 
day, when dilution has followed the initial blood 
loss. Fresh blood, in this case, is infinitely better 
than the stored variety. 

In the 210 cases of the authors’ material there was 
a mortality of 37 per cent, this figure closely paral- 
leling that of other larger series quoted elsewhere. 
Disappointment in the results is most common in 
the first 24 hours after operation, when the patient 
is described as dying of shock, and only an elu- 
cidation of this condition is likely (in the view of the 
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authors) to make an appreciable difference in the 
mortality of abdominal surgery in the field. 
Jon W. BRENNAN, M.D. 


De Waal, H. L.: Wound Infection. Edinburgh M. J., 
1945, 52: 373- 

A knowledge of the fundamental physiological and 
pathological aspects of wounds will aid any surgeon 
in his search for methods of promoting wound heal- 
ing. He should work in close co-operation with his 
colleagues, the baeteriologist, physiologist, and pa- 
thologist, and should concern himself as much with 
the study of infecting organisms and their effect on 
tissues as with the surgery and bedside treatment of 
wounds. The method of collection of material from 
wounds for bacterial investigation and the results in 
a series of cases are outlined and appraised. 

In both old and fresh wounds, swabs should be 
taken both before and after saline lavation and sur- 
gical treatment. Prompt culture should be made for 
aerobic and anaerobic organisms in the respective 
swabs. Results from a series of 658 wounds so ex- 


- amined showed: (1) insignificant infection in fresh 


wounds from o to 5 hours after injury; (2) the pres- 
ence of infection in fresh wounds similar to that 
found in old clinically infected wounds from 5 to 8 
hours after injury; (3) infection by both bacteria and 
saprophytes in 88.8 per cent of the cases after 18 
hours; (4) a decrease of organisms in fresh wounds 
after cleansing and surgery; (5) that clinically unin- 
fected wounds already under treatment contained 
chiefly nonpathogens; (6 and 7) a decrease in non- 
pathogens but a proportionate increase in tissue in- 
vaders, particularly hemolytic streptococci, in the 
tissue swab after saline cleansing as compared to the 
findings in the swab taken before cleansing (compre- 
hensive swab); and (8) that subculture from primary 
fluid cultures gives an erroneous idea of the propor- 
tions of organisms. 

It is emphasized that it is the invading organisms 
on the spreading edge and in the deep tissues of an 
infected lesion which must be discovered and dealt 
with rather than the organisms in the pus on the 
surface. This necessitates the two swabs, the second 
one taken after the pus has been removed with me- 
ticulous regard for the delicate healing tissues. Bac- 
teriological studies in these cases showed that the 
staphylococcus albus, saprophytes, and other organ- 
isms were proportionately more prevalent in swabs 
taken before lavage, while the hemolytic streptococ- 
cus was more prevalent in swabs taken after lavage, 
and the staphylococcus pyogenes was found in rela- 
tively the same proportions. 

It is postulated from observations that the organ- 
isms in the deep tissues prepare the susceptible tis- 
sues for later invasion by less pathogenic but more 
numerous invaders; the latter which are prevalent 
in the pus and tissue detritus have displaced the less 
hardy but more pathogenic organisms in the pus as 
“plants are choked by weeds.” Hence, the tissue 
below the pus is the important area to be swabbed 
if the all-important invading pathogens are to be 
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discovered and proper therapeutic methods carried 
out. Purp B. Cuase, M.D. 


ANESTHESIA 


Beecher, H. K.: Anesthesia for Men Wounded in 
Battle. Ann. Surg., 1945, 122: 807. 


Progress in the field of anesthesia in the last 30 
years has made possible many of the advances of 
surgery. The author in this article attempts to sift 
out the anesthesia procedures found to be practic- 
able in warfare and necessary for the best military 
surgery. Intravenous anesthesia with sodium 
pentothal, which is admirably suited to wartime 
surgery, has had its first significant trial in this war. 
The author discusses its use on the basis of the ex- 
periences in the Mediterranean Theater of Opera- 
tions. 

A number of factors are important in the choice of 
anesthetic agents. Simple durable equipment is es- 
sential because of the need for rapid mobilization. 
The problems of supply soon convince an anesthe- 
tist that the simplest agents such as ether, sodium 
pentothal, and procaine hydrochloride are adequate 
for the forward zone. Personnel problems are im- 
portant also as shown by the fact that one-third of 
the Theater’s “specialists” in anesthesia had only 
three months or less of special training. 

The preoperative preparation of patients has been 
frequently discussed elsewhere. The author be- 
lieves seriously wounded men need little preanes- 
thetic medication. Morphine is to be avoided except 
for the relief of severe pain, since with a poor peri- 
pheral circulation the morphine which has been 
previously administered may or may not have been 
absorbed from subcutaneous deposits, and with re- 
suscitation and later vasodilatation the morphine 
may be rapidly taken up into the blood and poison- 
ing occur. Atropine is important to cut down secre- 
tions when ether and pentothal anesthesia are used. 
Intratracheal intubation under general anesthesia is 
desirable for intracranial, maxillofacial, thoracic, and 
abdominal surgery, and in cases in which the pa- 
tient’s position makes it difficult to maintain an 
airway, or in which the operation exceeds an hour or 
so. The routine use of the bronchoscope is undesir- 
able because the trachea can be kept clean by fre- 
quent aspirations with a catheter. The insertion of 
the bronchoscope requires prolonged deep anesthesia 
which is undesirable, or deepening of the anesthesia 
with possible harm to the patient at the end of a 
trying operation. If topical anesthesia is used and 
the patient vomits on recovery from the general 
anesthetic, aspiration of the vomitus is almost cer- 
tain. 

Ethyl chloride and chloroform are little used, and 
cyclopropane and ethylene have not been issued to 
the American Army in this theater. Nitrous oxide is 
useful for minor surgical procedures (painful dressing 
changes), to supplement other forms of anesthesia 
(sodium pentothal), and to induce ether anesthesia. 
As the induction of ether is not unpleasant, the use 
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of nitrous oxide is not indispensable. Ether is the 
choice for the seriously wounded. If surgery is to be 
undertaken in patients in shock or impending shock, 
ether is the best tolerated anesthetic agent. Ether 
provides practically all the anesthesia for major 
cases in field hospitals. It was used too little at 
first, but its use has increased in the surgically im- 
portant group of wounds of the abdomen and 
thorax, and in compound femur fractures. 

In September, 1943, deaths from sodium pento- 
thal were so common that the question of abandon- 
ing this agent was raised. Two correctable factors 
were found present when the causes of these deaths 
were examined: (a) its frequent use by completely 
inexperienced individuals, and (b) its use in cases in 
which it was contraindicated. The advantages of 
sodium pentothal—its compactness and simple 
equipment, the smoothness of induction, the prompt 
awakening of the patient, the infrequent unpleasant 
after effects, and the number of cases an inexperi- 
enced man can “get by with’—have led to the 
decision to continue its use, and at the same time 
take measures to correct (a) and (b). The disadvan- 
tages of sodium pentothal are the facts that over- 
dosage is often difficult to overcome, that its use is 
incompatible with certain types of injuries, and that 
the fatal dosage varies widely in different individuals. 

Pentothal destroys the sensitivity of the respira- 
tory center to its normal stimulus, carbon dioxide. 
To maintain respiration a shift is made from the 
normal driving action of carbon dioxide on the 
respiratory center to the action of anoxia on the 
chemoreceptors, the carotid mechanisms in the neck. 
Anoxia stimulates respiration under full pentothal 
anesthesia as well as under light anesthesia. When 
respiratory stimulation due to anoxia is wrongly 
interpreted and more pentothal has been given, 
deaths have probably resulted. In operations ex- 
ceeding one half hour, oxygen should be adminis- 
tered with pentothal, and then the character of the 
respiration is a helpful guide to the depth of anesthe- 
sia. The use of carbon dioxide to stimulate respira- 
tion depressed by pentothal is contraindicated 
because under such circumstances it causes de- 
pression. 

The use of a 2.5 per cent solution of pentothal, the 
routine administration of oxygen, and frequent 
observations of the pulse and blood pressure consti- 
tute the acceptable practice in operations requiring 
from one-half to three-fourths of an hour. A shift to 
ether is recommended if the operation requires more 
time. The preoperative use of morphine may or may 
not be resorted to. It may cut down the total 
quantity of pentothal needed, but the author sug- 
gests the supplemental use of 50 per cent nitrous 
oxide and 50 per cent oxygen as a better means of 
accomplishing this end. Atropine in a dose of 1/100 
gr. one hour before operation and a dose of 1/200 
gt. given intravenously just prior to anesthesia is 
recommended to cut down vagal reflexes. If laryn- 
geal spasm occurs, 1/100 gr. of atropine to be given 
intravenously, is recommended. 


246 


Pentothal is contraindicated when (a) the patient 
is suffering from a morphine overdose, (b) when 
shock is present or anticipated, (c) when cervical 
inflammation is present (inflammation in the region 
of the carotid bodies and sinuses causes sensitization 
of the reflexes and may lead to sudden death), and 
(d) in the presence of gas gangrene (since these 
toxins produce severe circulatory damage). 

The use of pentothal is usually unwise (a) when 
the operative position interferes with the airway, 
(b) in intracranial surgery, because the operations 
are long and bloody, and the pentothal may cause 
sudden respiratory depression and anoxia, and (c) 
in severe burns. 

Its chief use in military medicine has been in 
short procedures for which relaxation is not needed 
and the men are in good condition. 

Local and regional anesthesia with procaine hy- 
drochloride, and topical anesthesia with pontocaine 
or cocaine have been used for neurosurgical, maxillo- 
facial, and minor surgical procedures. 

Spinal anesthesia is usually a poor choice for 
recently wounded men, because their precarious 
circulation rapidly deteriorates under it. Its chief 
use is for emergency appendectomies and conditions 
unrelated to warfare. 

Anesthesia was given in 15,925 cases, 1,628 
(10.2%) being classified as abdominal injuries, 1,502 
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(9.4%) as thoracic injuries with pleural involve- 
ment, and 508 (3.8%) as thoracoabdominal in- 
juries. 

Of the men listed in the files of this theater as 
specialists in anesthesia, only 10 per cent were cer- 
tified by the Board, 20 per cent had only the anesthe- 
sia training of an internship, and 15 per cent had 
from one to three months of special training in anes- 
thesia. The total number of physicians was so small, 
that nurse anesthetists and a few corps men were 
used under close supervision. 

Whenever possible the ablest anesthetists were 
assigned to combat zones as there the demands for 
native intelligence, judgment, resourcefulness, and 
technical ability are greatest. In some instances 
men of unusual ability were used to train anes- 
thetists to be sent to forward areas. 

By accepting the limitations of sodium pentothal, 
that is, avoiding its use in badly wounded men and 
for providing relaxation, and using it for short pro- 
cedures in men in good condition a great reduction 
in the death rate which has been attributed to it has 
been possible. At the same time, its use has in- 
creased. Thus, sodium pentothal, together with 
ether and procaine, takes its place as one of the 
three most important anesthetic agents for use in 
military medicine and surgery. 

R. R. BicELow, M.D. 
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ROENTGENOLOGY 


Rigler, L. G.: The Development of Roentgen Diag- 
nos's. Radiology, 1945, 45: 467. 


This article is an extensive concentrated review of 
the development of roentgen diagnosis. Special 
prominence is given to the role which contrast 
media played in further extending the applicability 
of this method. Two anatomical drawings of the 
human body display the organs made accessible to 
X-ray examination and give the name, mode of 
administration, and the year that x-ray examination 
was first used for the diagnosis of disease of each 
of these organs. One plate shows contrast media 
denser than tissue, the other shows media which are 
less dense than the surrounding tissue. A bibliog- 
raphy of 226 references helps to establish historical 
priorities. 

A table enumerates 44 groups of anatomical parts 
and disease processes to which roentgen diagnosis is 
particularly applicable. Several conditions in which 
x-ray diagnosis is of no avail are mentioned. Cer- 
tain conditions can be diagnosed by other means 
at an earlier stage; in others the reverse is the case. 

The absence of roentgen findings may be signifi- 
cant in some conditions but meaningless in others, 
and, on the other hand, the presence of x-ray find- 
ings may definitely indicate disease in some cases 
whereas in others they may not allow such con- 
clusions. (Examples of each of these conditions are 
given.) The correct and incorrect use of the terms 
“typical finding” and “characteristic finding” is 
discussed. All these facts and problems show that 
only the correlation with clinical findings and the 
knowledge of disease aspects make it possible for one 
to arrive at the correct degree of emphasis with 
which a given x-ray finding should be appraised. 
As a general rule, a negative roentgen examination 
is much less significant than a positive one, the most 
important exception occurring in chronic pul- 
monary tuberculosis. 

As far as the future of roentgen diagnosis is con- 
cerned one may safely assume that practically no 
competing diagnostic procedure will replace this 
method. Usually the institution of other methods of 
examination, e.g., gastroscopy, has given a further 
stimulus to roentgenology. 

The roentgen examination of the liver, pancreas, 
and spleen has not yet been perfected; this presents 
an inviting goal to the ambitious radiologist. Body 
section and soft tissue roentgenography require 
further improvement. The popularization of rou- 
tine examinations at regular intervals, not only of 
the chest but also of the stomach (at least in cases 
with achlorhydria and a familial history of perni- 
cious anemia) might lend further social importance 
to roentgenology. The detection of initial lesions is 
still in its infancy. 


Great progress in diagnostic roentgenology is to be 
expected when electronic image amplification will 
allow the production of incomparably brighter 
fluoroscopic pictures with negligably small in- 
tensities of x-rays. Then motion and multiple pro- 
jection studies will become a commonly used method 
and roentgen cinematography will no longer en- 
counter its present difficulties. This may contribute 
to a shift of roentgenological interest from anatomical 
lesions to abnormalities in organ physiology and 
minor changes in the function of organs. 

GERHART S. ScHwarz, M.D. 


Arbuckle, R. K., Shelden, C. H., and Pudenz, R. H.: 
Pantopaque Myelography; Correlation of the 
Roentgenological and Neurological Findings. 
Radiology, 1945, 45: 356. 


The authors have analyzed 100 consecutive cases 
with a provisional clinical diagnosis of protruded 
intervertebral disc, all in naval personnel, of whom 
87 were subjected to pantopaque myelography. 
Most of the men were between 20 and 30 years of 
age, and so per cent of them had had symptoms for 
only 6 months or less, and 70 per cent for not more 
than one year. The commonest types of trauma 
associated by the patient with onset of the symp- 
toms were the lifting of heavy objects, falls, or slip- 
ping on wet surfaces without falling. 

Preliminary filming of the lumbosacral area 
showed a list of the lumbar vertebrae either toward 
or away from the side of the lesion in 47 cases, loss of 
the normal lumbar lordotic curve in 27 cases, and 
narrowing of the intervertebral cartilage space in 
only 12 cases. However, bony proliferation and nar- 
rowing of the cartilage space concerned were pres- 
ent, almost without exception, in those patients who 
had had symptoms for over 3 years. 

The injection of 3 c.c. of pantopaque in the lower 
lumbar region was done usually with the patient 
prone on the tilting fluoroscope. Defects, even par- 
tial obliteration of an axillary pouch or slight eleva- 
tion of a nerve sleeve, were searched for both with 
oil flowing cephalad and caudad, and spot films were 
made with the patient in the prone, or even in the 
oblique, position. Lateral views gave no additional in- 
formation and were abandoned. At the conclusion 
of the examination, pantopaque was pooled at the 
tip of the needle, and in 70 per cent of the patients 
about go per cent of the oil was removed. With ex- 
perience, the time for the whole myelographic pro- 
cedure totaled 20 minutes. The authors observed 
no toxic manifestations or signs of root irritation, 
and no more headache was complained of than after 
routine lumbar puncture. 

An operation was performed in 13 cases of this 
series of 100 without myelography; in a group of 5 
cases myelography was unsuccessful because of sub- 
dural injection. Among the 82 cases in which mye- 
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lography was performed after successful opaque 
injection, the procedure was diagnostic of two pro- 
truded discs in each of 3 patients; diagnostic or 
questionably so of a single protruded disc in 53 
cases, of a disc and tumor in 1 case, and of a tumor 
alone in 4 more cases—all proved at operation. 
Three more cases had clinical and myelographic evi- 
dence of protruded disc but were not operated upon; 
another 2 had positive myelograms but were nega- 
tive at operation; 7 were negative at myelography 
but showed a protruded disc at operation; and 9 
more which were negative myelographically were 
not operated upon. All but 1 of the 82 protruded 
discs found were caudal to the fourth lumbar verte- 
bra, whereas of the 5 tumors encountered 4 were 
above the fourth lumbar and below the eleventh 
dorsal vertebra. 

The authors were concerned particularly with the 
group of 7 cases which were negative at myelog- 
raphy but revealed a protruded disk at operation, 
and found that all of these cases had a narrow sub- 
arachnoid space measuring 16 mm. or less in diam- 
eter, as did also the 10 cases in which myelography 
was only questionably positive. On the other hand, 
there was operative confirmation of the roentgen 
findings in all of the cases with a subarachnoid space 
wider than 16 mm. Even with a narrow subarach- 
noid space, midline or large posterolateral protrusion 
offered no myelographic difficulties. Failure to 
demonstrate the lesion occurred in patients having 
both a narrow subarachnoid space and a postero- 
lateral protrusion too small to encroach either on the 
narrow column of pantopaque or on the adjacent 
nerve sleeve or pouch. No correlation existed be- 
tween the interpedicular and subarachnoid widths. 

The authors conclude: (1) that roentgenograms 
of the lumbosacral spine without the aid of myelog- 
raphy are of little definite help in the diagnosis of 
protruded intervertebral discs; (2) that pantopaque 
is a satisfactory medium for myelography because of 
the ample contrast, its lack of irritating properties, 
low viscosity, and ease of removal; (3) that myelog- 
raphy should be carried out as an aid in diagnosis 
and localization of single or multiple protruded 
discs, and in differentiating them from tumors; and 
(4) that a negative myelogram in a patient whose 
subarachnoid space measures less than 16 mm. does 
not preclude the presence of a protruded disc. 

Lit1AN Dona.pson, M.D. 


Schnitker, M. T., and Booth, G. T.: Pantopaque 
Myelography for Protruded Discs of the Lum- 
bar Spine. Radiology, 1945, 45: 370. 


Pantopaque, a radiopaque mixture of isomeric 
ethyl esters having a provisional principle consti- 
tuent of ethyl iodophenylundecylate, and containing 
30.5 per cent of iodine in firm organic combination, 
was used satisfactorily by the authors for diagnostic 
myelography in too patients of a total of 312 with 
low back pain who were admitted to the surgical 
service of Bushnell General Hospital, Brigham City, 
Utah. 


Thirty of these 100 cases showed myelographic 
evidence of protruded intervertebral disc, multiple 
in 3 patients, which was verified at operation. An- 
other 5 cases, negative at myelography, showed 
protruded discs at operation, and 2 cases positive 
myelographically proved negative at operation. 
These 2 “false positives” occurred early in the 
series, and the visualized defect reported at first as 
evidence of an extradural mass, was on review found 
to be due to the needles being left in place at the 
time of myelography, an error of interpretation 
which was later avoided. Thirty-seven was the total 
number of patients operated upon. A review of the 
premyelographic roentgenograms of the lumbar 
spine in the 35 cases in which a protruded disc was 
found at operation showed a definite narrowing of the 
intervertebral disc in only 7 cases. 

The technique of the procedure is recorded in de- 
ta:l, In more than 80 per cent of the cases subjected 
to pantopaque myelography, over 80 per cent of the 
injected oil was removed at the end of the procedure. 
The authors stress the desirability of avoiding the 
suspected site of lesion-as the site of injection be- 
cause injection and subsequent removal may be 
more difficult, the needle may strike the lesion and 
enhance or distort it, or the needle itself may create a 
defect as reported. 

A reaction occurred in 3 cases in this series of 100, 
manifested by symptoms of meningismus and 
elevation of the cell count, and in 2 instances by in- 
crease in the total protein in the spinal fluid, but 
rapid recovery occurred without sequelae. The de- 
gree of reaction, as gauged by changes in the spinal 
fluid, was not directly proportional to the amount 
of oil retained. 

The authors conclude that the verification of the 
presence of a protruded intervertebral disc or other 
intraspinal lesion and the accurate localization and 
occasional demonstration of a multiplicity of the 
lesions make the use of myelography with panto- 
paque (which they prefer to air or lipiodol) advisable 
in indeterminate cases of low back pain with sciatica. 

Lian Dona.pson, M.D. 


Gershon-Cohen, J.: Internal Derangements of the 
Knee Joint; The Diagnostic Scope of Soft Tis- 
sue Roentgen Examinations and the Vacuum 
Technique Demonstration of the Menisci. Am. 
J. Roentg., 1945, 54: 338. 


The value of the roentgen examination of the soft 
tissues and menisci of the knee has repeatedly been 
stressed. 

It is not necessary to resort to special techniques. 
The addition to the routine examination of the knee 
in the anteroposterior and lateral views of the longi- 
tudinal view of the patella and of bilateral views of 
the menisci will suffice. If any abnormal findings 
are disclosed, further oblique and so-called inter- 
condylar views may be supplemented. 

It is important that for the viewing of each roent- 
genogram one be supplied with a source of light 
which has wide variable intensities and that the 
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field of illumination can be regulated in size and 
shape for optimum visualization of the soft structure 
outlines. 

The technique employed by the author for bilat- 
eral anteroposterior views of the menisci is briefly 
described. In the interpretation of the findings, no 
significance is attached to irregular margins or de- 
fects of the menisci since they may occur under nor- 
mal conditions. Only the nonvisualization of the 
meniscus carries diagnostic weight because synovial 
fluid in the slightest excess makes demonstration of 
the meniscus impossible. It must be mentioned, 
however, that even with the best techniques, the 
internal meniscus can be demonstrated in not more 
than 80 per cent, and the external meniscus in not 
more than 20 per cent of all the cases. If, therefore, 
the meniscus cannot be demonstrated in either knee 
joint, it is presumed that the patient falls into the 
small 20 per cent group in which the internal menis- 
cus cannot be demonstrated and thus the findings 
have no clinical value. 

The finding of slight excess synovial fluid in an 
acutely injured knee, evidenced by a failure to dem- 
onstrate the meniscus, suggests abnormal changes, 
especially if the opposite side appears normal. There 
may be an actual fracture or loosening of the attach- 
ment of a meniscus, or a swelling of the tibial collat- 
eral ligament resulting from a sprain. Occasionally, 
the demonstration of the meniscus in a swollen knee 
will indicate absence of excess synovial fluid, and 
suggest a periarticular rather than an intra-articular 
swelling. 

The author discusses in detail the clinical symp- 
tomatology and the significance of the roentgen find- 
ings by the above method in internal’ derangement 
of the knee joint, loose bodies, sprain or rupture of 
the tibial collateral ligament, periarticular bursitis, 
cysts of the menisci, and neoplasms. Typical roent- 
genograms are used for the purpose of illustration. 

The conclusion is reached that the roentgen study 
of the soft tissues of the knee in conjunction with 
examination of the menisci is of definite practical 
value. T. Levcutta, M.D. 


Garland, L. H.: X-Ray Burns from Fluoroscopy of 
the Gastrointestinal Tract. J. Am. M. Ass., 1945, 
129: 419. 

Knowledge of the effects of x-rays on the patient 
has not kept pace with the increased roentgenologi- 
cal work done in both military and industrial hos- 
pitals. The newer machines may be even more dan- 
gerous than the nonshockproof. Since the intensity 
of x-rays varies inversely with the square of the 
distance, the nearer the tube is to the patient the 
greater the possibility of skin damage. 

For adequate protection, the following factors 
should be borne in mind: adequate distance, reason- 
able voltage, low milliamperage, small fluoroscopic 
field, and as minimal fluoroscopic examination time 
as possible. The latter applies especially to the ma- 
nipulation of fractures under fluoroscopic control for 
long periods of time. Such procedure frequently 
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results in permanent skin damage both to the patient 
and doctor. 

Four cases of x-ray burns that resulted from pro- 
longed exposure during the course of gastrointestinal 
examinations are reported. The author stresses the 
point that x-ray burns resulting unnecessarily from 
fluoroscopy can be avoided by using a safe distance 
between the tube and the patient (from 12 to 18 
inches); 1 mm. of aluminum filter; 75 kv.P.; 3 ma.; 
a beam size not larger than 6 square inches; no more 
than 3 minutes of exposure per examination, and no 
more than 4 such examinations per month. Above all, 
proper adaptation (at least 10 minutes) of the ex- 
aminer’s eyes is essential in fluoroscopic work. 

Mavrice D. Sacus, M.D. 


Peirce, C. B., Cone, W. V., Elvidge, A. E., and Tye, 
J. : Roentgen Therapy of Primary Neo- 
plasms of the Brain and Brain Stem. Radi- 
ology, 1945, 45: 247. 

The authors treated between January 1, 1939 and 
December 31, 1943 a Series of g1 cases of primary 
malignant neoplasms of the central nervous system 
by roentgen therapy. Of these, 60 cases have been 
followed up and 25 patients were found to be either 
“alive and well” or “alive and well save for residual 
symptoms.” 

In the beginning a more conservative procedure 
was used, consisting of from 3,000 to 6,000 r (in air) 
which were divided among multiple ports and given 
in several series at 3-month intervals, but later the 
total dose was raised from 10,000 to 15,000 r (in air). 
The factors employed were: roentgen rays of 2.0 
mm. of copper high value layer with Thoraeus filter 
at 50 cm. focal skin distance. The initial dose was 
100 r per day to each of two fields. If no significant 


TABLE I.—THE SURVIVAL RATE IN RE- 
LATION TO THE TUMOR DOSE 





i-} Mini- 
mum 
dose 
in 
roent- 
gens 


Postoperative- 
iation 


Type of tumor 
survival 





Glioblastoma multiforme 
5 patients alive 9-47 mo. 


Average 25 mo. 6,500 





1-64 mo. 


20 patients dead 
Average 14.3 mo. 


3,980 





Astrocytoma 
15 patients alive 12-64 mo. 


Average 45 mo. 





6 patients dead 2-44 mo. 


Average 17 mo. 





Astroblastoma 


I patient alive 24 mo. 





I patient dead 6 mo. 


Ependymoma 
2 patients alive 





17-40 mo. 
Average 28.5 mo. 

















I patient dead 9 mo. 
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TABLE II.—SURVIVAL AS RELATED TO 
THE TYPE OF TUMOR 










































































Postoperative and 
il postirradiation survival 
0. 0 
Type of tumor cases a aoe 
Maxi- inl- 
mum mum Average 
(A) Glioblastoma multiforme 
Alive and well 2 47 mo. 9 mo. | 23.5 mo. 
Alive with residual 2 -- _ 1I.0 mo. 
symptoms 
Alive with marked I -- — 47.0 mo. 
symptoms 
Dead 20 64 mo. I mo. | 14.3 mo. 
(B) Astrocytoma 
Alive and well 12 64 mo. | 12 mo. | 44.6 mo 
Alive with residual 3 — = 46.0 mo. 
symptoms 
Dead 6 44 mo. 2 mo. | 17.0 mo. 
Astroblastoma 
Alive and moderately well I —_ _ 24.0 mo. 
Dead I _— — 6.0 mo. 
(C) Ependymoma 
Alive and well 2 4° mo. | 17 mo. | 28.5 mo. 
Dead I _ —_ 9.0 mo. 
Medulloblastoma 
Alive and well 3 40 mo. | 12 mo. | 29.0 mo. 
Alive with residual I — _ 20.0 mo. 
symptoms 
Dead 3 7 mo. 6 mo. | 6.6 mo. 














reaction developed within from 8 to 10 days the dose 
was increased to 150 r per field. The tumor dose 
approximated go per cent of the total roentgens in 
air for the frontal lobe lesions, 83 per cent for the 
temporal and parietal lesions, and 72 per cent (76.5 
per cent for children) for the occipital lesions. The 
survival rate in relation to the tumor dose is shown 
in Table I. 

The scalp tolerated the amount of radiatior given 
very well. Regrowth of hair has been excellent even 
after 15,000 r. 

The mental state, likewise, improved considerably, 
co-ordination returned, and, although some aphasia 
or ataxia remained, the mind cleared. In not a few 
of the cases, the formerly-held responsible positions 
in society could be resumed. 

The survival period depended to a certain extent 
on the type of tumor. This is shown in Table II. 

As may be seen, glioblastoma multiforme had an 
almost reciprocally low proportion of survivors as 
compared with astrocytoma. Tumor doses in excess 
of 7,500 r will be required. 

As a whole, definite clinical improvement was 
effected by roentgen therapy of the malignant pri- 
mary neoplasms of the brain and brain stem. No 
late degenerative changes have been observed which 
could be attributed to the irradiation. 

T. Levcutia, M.D. 


Fairchild, G. C., and Shorter, A.: Direct Irradiation 
of Cancer of the Stomach and Other Viscera 
Exposed Temporarily at Operation. Lancet, 
Lond., 1945, 249: 522. 

The authors report that the end-results of car- 
cinoma of the stomach are poor. In their experience, 

the percentage of 5-year cures has been from 1 to 4 


per cent and they believe that in most instances fail-. 


ure is due to (1) late diagnosis of lesions that are in- 
operable, (2) incomplete surgery, and (3) irradiation. 
Results with external irradiation have been poor be- 
cause of the necessity of avoiding injury of neighbor- 
ing organs and the radioresistance of gastric tumors. 
Contact therapy covers small areas, at a depth of 
more than 1 cm., with little effect. Unequal distri- 
bution of irradiation is one of the faults of radon seed 
implantation. The use of intracavitation irradiation, 
as advocated by Livingston and Pack, has been lim- 
ited because of the fact that the tolerance dose has 
not been established. 

In view of the poor results which have been ob- 
tained in the treatment of gastric carcinoma, a new 
approach—direct irradiation at the time of surgery 
—to improve the percentage of 5 year cures, was 
deemed feasible. The advantage of this method is 
that neighboring organs are protected; also, the tu- 
mor dose may be high because radiation therapists 
will not be worried by skin effects such as are seen 
following external irradiation. 

The authors used this method of irradiation not 
only on gastric lesions but also on cancers of the 
esophagus and of the colon. In all instances there 
was at the time of surgery, consultation between the 
surgeon, the radiation therapist, the pathologist, 
and the anesthetist as to the best form of therapy. 
In radiation therapy, 2 units were used simultaneous- 
ly (one anteroposteriorly, directly to the lesion, and 
the other posteroanteriorly, through the skin to the 
lesion). Earlier in the series, only 1 unit was used. 
It was believed that with 2 units a greater and more 
effective tumor dose could be delivered at one time 
and that it would not be necessary to give supple- 
mentary external irradiation, as had been required 
when only 1 unit of radiation therapy was used. 

Fifteen patients were treated in the manner re- 
ported: viz., 9 with cancer of the stomach, 3 with 
cancer of the esophagus, 2 with cancer of the colon, 
and 1 with cancer of the pancreas. The tumor dose 
was 1,300 roentgens. Of the 15 cases, 6 were pal- 
liative. No unusual postoperative radiation com- 
plication has been observed. 

The authors are of the opinion that this method is 
of value and that it is a reasonable approach to the 
problem of visceral carcinoma. 

Mavrice D. Sacus, M.D. 


Goin, L. S., and Hoffman, E. F.: Contact Roentgen 
Therapy in Cancer of the Bladder. Am. J. 
Roentg., 1945, 54: 392. 

The authors have now modified the method of 
treatment of carcinoma of the bladder on which they 
reported in 1940 and which consisted in marsupializa- 
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tion of the bladder with subsequent contact irradia- 
tion of the tumor by low voltage roentgen rays, and 
are using instead suprapubic cystotomy under spinal 
anesthesia and reduction of the tumor to its base 
by fulgeration, followed by direct irradiation of the 
tumor, with one or two reopenings of the bladder for 
further irradiation. 

The apparatus employed is a Philips-Metalix, 
operating at 50 kv., constant potential, and 2 ma., 
with a shock proof tube 23 inches long and slightly 
less than 2 inches in diameter at its active end. The 
anode is 2 cm. from the surface of the tube and the 
roentgen afflux is 1,143 per minute with a filter of 1 
mm. of aluminum. This construction permits easy 
introduction of the tube, encased in a sterile stock- 
inette and rubber sheath, through the cystotomy 
wound. The target surface distance used is 22 mm., 
and a first dose of 5,000 r. in air is administered to 
the base of the tumor. Most cases treated have had 
two cystotomies about 1 week apart, and have re- 
ceived a total dose of 10,000 r. Only moderate 
sloughing followed the treatments and no severe 
hemorrhage, perforation, or fistula formation re- 
sulted, nor was there any primary mortality. 

Treatment was limited to tumors not more than 
3 cm. in diameter involving the trigone of the blad- 
der, since the alternative in trigone tumors is total 
cystectomy with its high primary and secondary 
mortality. The 3 cm. limit is considered important 
since greater size of the tumor would necessitate the 
use of several circular fields with either resultant 
dosage overlap or failure to include some small ir- 
regular areas in the treatment. For neoplasm of the 
vault or lateral walls of the bladder the authors 
prefer local resection if possible. They rationalize 
the use of this combined surgical and radiation pro- 
cedure as follows: 

Cancer of the bladder tends to metastasize rather 
late in its course and is often fairly radiosensitive; 
and by contact irradiation a large dose can be ad- 
ministered to the tumor base without irreparable 
injury to the adjacent tissues. It is estimated that 
with a circular field 3 cm. in diameter and factors the 
same as specified previously, the dose at a depth of 1 
cm. is only 32 per cent of the surface dose, and at 4 
cm. only 3.6 per cent. 

The authors treated a series of 31 trigone tumors 
in this manner, of which 13 were papillary, and 18 
infiltrating carcinomas, ranging from grades 1 to 4, 
with grade 3 predominating. The first 4 cases were 
subjected to marsupialization and received 10 or 11 
treatments each at weekly intervals, up to a maxi- 
mum of about 28,000 r. in air in 22 days. The other 
cases were subjected to cystotomy, and of these, 15 
received about 10,000 r. and some of the others less, 
the minimum being 5,148 r. which were received in a 
single treatment. In addition to the original biopsy, 
a second biopsy was done in 20 cases at the final 
ne and no cancer cells were found in 13 of 
these. 

A survey of the results of this 5 year study showed 
10 patients dead of cancer, 9 of them within the 
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first year of treatment and 1 after 4 years. Two 
others are dead but they presented no evidence of 
cancer at postmortem examination. Of the 19 sur- 
vivors 3 have so far lived 5 years, another 3 for four 
years, 5 have lived 3 years, and the rest from 1 to 2 
years. 

The authors have compared their results with 
those obtained elsewhere by total cystectomy, radon 
seed implantation, and high voltage external ir- 
radiation, and believe them to be at least as good as 
those obtained so far by these other methods. Fur- 
ther, in view of the low primary and secondary 
mortality in their series, they consider the method of 
contact irradiation preferable to total cystectomy 
for trigone tumors. Lian Dona.pson, M.D. 


Borak, J., and Taylor, H. K.: Beneficial Effects of 
Roentgen Therapy in Advanced Cases of Rheu- 
matoid Arthritis; Preliminary Report. Ra- 
diology, 1945, 45: 377- 


A number of investigators have reported favorable 
results from roentgen therapy of various forms of 
arthritis, such as gonorrheal arthritis, tuberculosis, 
gout, osteoarthritis, and hypertrophic spondylar- 
thritis. However, in the rheumatoid (atrophic, 
proliferative) type of arthritis roentgen therapy has 
been regarded as less satisfactory. 

The authors have again studied this subject and 
during the past two years have treated 60 patients 
with advanced rheumatoid arthritis by means of 
roentgen rays; these patients had failed to respond 
to the usually accepted methods of gold therapy, 
vaccines, physiotherapy, surgery, or any other 
method. Ten patients, with a total of 85 joints af- 
fected, were selected for a critical study. The cases 
are tabularly arranged, attention being given to the 
following factors: age, sex, duration of the disease in 
years, previous therapy, present roentgen therapy 
(joints involved, stage and dose), and the results 
obtained. 

Rheumatoid arthritis is divided—mainly on the 
basis of the degree of impairment of the mobility— 
into 3 stages: first stage, in which pain and soft tissue 
swelling restrict the active mobility of the joint, al- 
though passively it can be moved through its full 
range; second stage, in which the mobility is re- 
stricted both actively and passively to a varying 
degree; and third stage, in which there is no motion 
at all. 

Roentgenographically, in the first stage the joint 
space is normal, although there mav be a swelling of 
the periarticular tissues and some decalcification of 
the bones; in the second stage there is usually a 
narrowing of the joint space, and sometimes destruc- 
tion of the subchondral adjacent bone; and in the 
third stage there may be complete ankylosis. 

Pathologically, in the first stage the cartilage may 
appear nearly or quite normal and the only visible 
change may be in the synovial membrane; the second 
stage is characterized by the formation of granulo- 
matous tissue; and the third stage is marked by 
destruction of the cartilages and their replacement 
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either by fibrotic strands or osteoid tissue until com- 
plete ankylosis results. 

The roentgen dose is gauged as follows: for in- 
flammatory edema, from 50 to 100 rin 1 session; for 
chronic inflammation, from 200 to 300 r in 1 to 3 
sessions; for hyperplasia, from 800 to 1,200 rin about 
3 weeks; and for granulomatous tissue, from 1,200 to 
1,600 rin about 3 weeks. In the series mentioned the 
majority of patients received from 800 to 1,600 r. 
The factors were: 200 kv., o.5 mm. of copper plus 1.0 
mm. of aluminum, 20 ma., 50 cm. distance, H.V.L. 
of o.g mm. of aluminum. Each port was treated 
three times a week, some joints being crossfired 
through 2 or 3 ports at each session. In multiple 
joints two joints were treated alternately so that 
treatment was given daily. 

The results were good in most cases. Relief of the 
local symptoms, alleviation of pain, and even some 
increase in mobility were noted. 

T. Leucoutta, M.D. 


MISCELLANEOUS 


Hinkel, C. L.: The Entrance of Pantopaque into 
the Venous System during Myelography. Am. 
J. Roentg., 1945, 54: 230. 


Pantopaque used as a contrast medium in myelog- 
raphy is a valuable diagnostic aid. It contains 30.5 


per cent iodine and up to the present has given rise 
to no complications. 

A case is reported wherein some of this substance 
was seen entering the neighboring venous system 
during the course of myelography. A complete sur- 
vey of the body over a 2-month period failed to re- 
veal any evidence of dye or any other abnormality. 
The patient showed a low grade temperature of 
99.4° F. with a 13,000 white count for the next two 
days, which subsided on the third day. Urine ex- 
amination within the first 24 hours showed 56.65 
mgm. of iodine in 1,100 c.c. of urine. Re-examina- 
tion of the urine two weeks later showed a trace of 
iodine. 

Pantopaque is not intended for intravenous use, 
and up to the present time no case of this kind has 
been reported. This case was reported as a curiosity 
rather than as a complication. Little is known of the 
hydrolysis, breakdown, and excretion of pantopaque. 
Studies are still being made by many investigators. 

How the medium got into the venous system is not 
clear to the author. It is thought that the vessel 
may have been injured by the spinal needle and when 
the patient coughed during the normal course of 
examination, the wall of the vein ruptured and the 
dye entered the vein. At all times, manifestations of 
toxicity were slight and there was no evidence of oil 
embolism. Maurice D. Sacus, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Albaugh, C. H.: Congenital Anomalies following 
Maternal Rubella. J. Am. M. Ass., 1945, 129: 719. 


The author reviews the reports of Gregg, Reese, 
Swan, and others on the occurrence of congenital 
defects following maternal rubella and reports an 
additional 9 collected and personal cases. 

Of the 9 cases studied by the author, 7 of the 
mothers had rubella, 1 morbilli, and 1 was exposed to 
morbilli. All of these cases occurred within the first 
10 weeks of pregnancy and 4 occurred in the first 4 
weeks. 

Eight of the 9 infants had bilateral congenital 
cataracts and in 7 the pupillary reactions to light 
were poor. Strabismus was noted in 7 cases and 
nystagmoid movements in 4. No glaucoma was 
noted. Eight of the infants had congenital heart de- 
fects and 4 of these showed evidence of cyanosis. 
Two infants died of cardiac failure. Five of the in- 
fants had definite microcephaly and 3 were recorded 
as ‘uncertain’ cases.. Retarded development was 
noted in all cases, and 7 were considered feeding 
problems. 

The author concludes that available data would 
suggest that 100 per cent of the mothers who con- 
tract rubella in the first two months and approxi- 
mately 50 per cent of those who have rubella in the 
third month will give birth to infants with congen- 
ital abnormalities. The most common lesions are 
congenital cataracts, cardiac defects, deaf mutism, 
and microcephaly. Poor development of the infants 
and feeding problems are common. 

Orvanp B. Scott, M.D. 


Walshe, F. M.R.: ‘‘Acroparesthesia’’ and So-Called 
“‘Neuritis’’ of Women’s Hands and Arms. Brit. 
M.J., 1945, 2: 596. 


A syndrome found chiefly in women and charac- 
terized by numbness, tingling, and “‘uselessness”’ of 
the hands and fingers is described and its etiology 
and treatment are discussed. It generally is seen in 
two groups of women: (1) middle-aged or elderly 
women who, especially in wartime, have had to carry 
on unwonted manual effort, and (2) younger women 
who are burdened by childbirth in addition to 
factory or house work.: Factors common to all cases 
are fatigue and debility and the heavy use of the 
hands and arms. Symptoms begin gradually, attain 
maximum severity after some weeks or months, and 
thereafter fluctuate in severity according to the con- 
dition of the patient and treatment. They consist of 
paresthesias, most severe on arising, waning during 
the day’s work, but increasing in the evening, often 
to the extent that they awaken the patient during 
the night. Positioning of the arms may offer tempo- 
rary relief. These subjective symptoms predomi- 


nate, although certain objective signs, such as 
‘chronic fatigue, atonic musculature, low-set shoulder 
girdles, and a rare obliteration of the radial pulse on 
traction of the dependent arm, suggest the syndrome. 
Rest alone gives permanent relief;.such measures as 
vitamin therapy, physiotherapy, estrogens, or thy- 
roid extract are superfluous. 

The etiology is thought to be mechanical, in the 
altered topographical relationship between the 
shoulder girdle and the normal upper thoracic out- 
let. ‘The lower components of the brachial plexus, 
and on occasion the subclavian artery, are com- 
pressed between the first rib and the clavicle which 
sags under the general atony of the muscles support- 
ing the shoulder girdle. Pressure syndromes as- 
sociated with a rudimentary seventh cervical rib or 
an abnormal scalenus anticus muscle should, of 
course, be ruled out; however, these syndromes are 
usually unilateral and present more evidence of 
vascular disturbances in the arm than the less severe 
normal pressure syndrome of the first rib which is 
here described. No relationship has been found be- 
tween the syndrome and pregnancy per se. 

Rest in bed or the simple cessation of manual work 
produces appreciable relief and final disappearance 
of the symptoms. Initially a week in bed, and a 
sedentary position during the day with the arms in 
slings, effectively brings relief to the patients. Ab- 
stention from heavy work, with the arms supported 
in slings for a longer period, when possible, to- 
gether with shoulder massage and general tonic 
treatment, tends to prevent recurrence. Analgesics 
may be used as an adjunct. 

Puitip B. Cuase, M.D. 


Corcoran, A. C., and Page, I. H.: Post-Traumatic 
Renal Injury; Summary of Experimental Ob- 
servations. Arch. Surg., 1945, 51: 93- 


The nature and treatment of post-traumatic renal 
injuries were studied experimentally by means of 
investigations of the renal function in the following 
states: (1) hemorrhagic shock, (2) tourniquet shock, 
and (3) simulation of the crush syndrome. 

Shock due to hemorrhage was produced in dogs 
by repeated severe bleeding and transfusion. The 
shock due to prolonged or repeated bleeding is be- 
lieved to cause a depression of the renal function by 
causing a vasoconstrictive ischemia, which is not 
released by the transfusion of blood and restoration 
to normal of the arterial pressure. The persistence of 
renal ischemia and anoxia in experimental shock due 
to bleeding seems to explain the prolonged depres- 
sion of renal function which may follow bleeding in 
human beings. Therapeutically, it is significant that 
renal denervation does not prevent the vasocon- 
striction; hence, there is no experimental basis for 
the treatment of posthemorrhagic urinary suppres- 
sion by spinal anesthesia or paravertebral block. 
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The nature of the abnormality makes the use of 
vasoconstrictor drugs illogical. 

To study the conditions of crush syndrome, the 
renal function in dogs was observed during the onset 
of shock resulting from the experimental application 


of tourniquets partially occluding the arterial in- ~ 


flow. Renal vasoconstriction develops more rapidly 
and more severely during the onset of shock due to 
skeletal trauma than in shock due to bleeding, in 
which tissue damage is milder and more diffuse. 

The severe renal damage of the crush syndrome 
seems to depend on the combination of renal damage 
from trauma and that caused by muscle pigment. 
Both post-traumatic renal ischemia and myoglob- 
inuria were then produced in rats by the application 
of a tourniquet and the injection of myoglobin. Dogs 
were not satisfactory for this experiment as trauma 
severe enough to cause severe renal ischemia was 
followed by death within 24 hours, whereas minor 
trauma was followed by recovery. Renal damage is 
apparently produced by a combination of vaso- 
constrictive ischemia, oliguria, and aciduria, with 
deposition in the kidneys of muscle pigment or 
myoglobin. 

In applying these principles to treatment, the 
prevention of the deposition of pigment is accom- 
plished by reversing the conditions of oliguria and 
aciduria, which favor it. The treatment of shock by 
transfusions and pressure bandages inhibits the 
renal vasoconstriction on which oliguria may de- 
pend. A free flow of urine may occur during the 
re-establishment of blood volume by transfusion, 
and when this is not achieved or maintained gelatin 
may be added to an infusion of sodium lactate 
containing calcium lactate, since gelatin is itself 
mildly diuretic. A small dose of another diuretic such 
as sodium sulfate may be given. However, the 
dangers and the ineffectiveness of alkalinization by 
the injection of citrate as the sole means of treat- 
ment are pointed out. Luctan J. Fronputi, M.D. 


Abbott, W. E., Pilling, M. A., Griffin, G. E., Hirsh- 
feld, J. W., and Meyer, F. L.: Metabolic Altera- 
tions following Thermal Burns. Ann. Surg., 
1945, 122: 678. 


In recent years there has been some controversy 
concerning the best means of combating shock in 
severely burned patients. Although there are a 
number of methods which apparently suffice to tide 
patients over the critical 48 hour period following an 
injury, their influence on the subsequent course of 
the patients is not well understood. 

The authors compared a group of patients who 
were treated with plasma with another group who 
received whole blood intravenously and an electro- 
lyte solution orally. The changes observed in various 
blood constituents and in the elimination of water 
and salt were recorded. 

From the work presented and previous experi- 
mental work the authors draw the conclusion that 
the giving of whole blood early prevents or allevi- 
ates the anemia which occurs so commonly during 





convalescence from a burn. Previous observations 
demonstrated the fact that a state of overhydration 
may, in some instances, contribute to a decrease in 
the hematocrit, and also in the plasma protein con- 
centration. 

Patients with a severe or moderate burn accumu- 
late large amounts of fluid in the traumatized area 
regardless of the type of therapy employed to combat 
shock, but it has seemed that the edema diminished 
more rapidly when salt solutions were used than 
when large amounts of plasma were administered. 
When plasma is given much additional protein is 
provided, but there is no evidence to show that the 
plasma protein in itself is of more than temporary 
value in these burned patients. In some of the au- 
thors’ patients who received large amounts of 
plasma, low protein values were encountered, and 
in 3 of the severely burned patients these low values 
persisted until death. There is no reason to suspect 
that the giving of whole blood would be more bene- 
ficial than plasma for the prevention of hypopro- 
teinemia, but the evidence indicates that the giving 
of plasma does not prevent the decrease in the 
plasma protein concentration. 

It has been generally believed that by increasing 
the blood osmotic pressure by the addition of plasma 
proteins, especially albumin, shock could be pre- 
vented or corrected. In peripheral circulatory 
collapse resulting from a burn, however, the albumin 
is rapidly lost. Thus, most of the osmotic effect of 
albumin or of the entire plasma proteins is transient 
and when it is lost through the capillary walls into 
the injured area it must continue to exert an osmotic 
pull toward the injured tissues because of the pro- 
tein which has then accumulated in that region. 
Since much of the administered protein is lost in 
patients in shock resulting from a burn, it would 
seem as though the best treatment would be: (a) to 
give a substance which exerted an osmotic effect and 
would not be lost; (b) to render the injured capil- 
laries less permeable, if this is possible; or (c) to 
increase the tissue tension to a point at which fluid 
would no longer tend to leave the capillaries in 
excessive amounts. 

Apparently there is a substance derived from the 
surface of fresh plasma which has a “coating effect” 
and therefore tends to decrease the capillary permea- 
bility. Therefore, it would appear as though whole 
blood or plasma would have some advantage over 
a salt solution alone, but since capillary permeability 
cannot be quickly or completely restored to normal, 
it would seem logical to give an electrolyte solution 
so that tissue tension would be increased. 

From the results presented by the authors it can 
be seen that wide differences were found in the 
hematocrit readings during the period of shock, 
which could not be correlated with the extent and 
depth of the burn. The hematocrit, therefore, is 
frequently a poor guide to the type and amount of 
treatment that is necessary, especially since it is 
influenced by a pre-existing anemia, and the rate and 
number of cells destroyed or trapped from the 
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general circulation at and following the time of in- 
jury, and because the normal hematocrit varies 
quite widely. 

In the treatment for the first 48 hours, it seems 
logical to give approximately 50 c.c. of blood to adult 
patients for every per cent the body surface is 
burned, or to give blood in amounts equal to from 
1 to 5 per cent of the patient’s body weight in kilo- 
grams. In employing the electrolyte solution it 
seems desirable to give a slightly hypotonic solution 
(from two-thirds to three-quarters strength) in order 
to increase the rate of urine excretion, and in a- 
mounts equaling from 1o to 15 per cent of the pa- 
tient’s body weight during the first two days 
following the burn. Since there has been little 
experience with this form of treatment no absolute 
rules should be employed, but the treatment should 
be modified according to the severity and the degree 
of the burn and the size and response of the patient. 
When shock is not severe treatment may be given 
relatively slowly, but if the patient shows evidence 
of peripheral vascular collapse, therapy should be 
carried out rapidly until the condition has improved 
and urine is being excreted. It should be remem- 
bered that the larger quantities advocated are 
comparable to giving amounts of fluid which are 
roughly equal to an individual’s total extracellular 
fluid volume (plasma and interstitial fluid volume); 
hence, when such amounts are employed, additional 
liquids and foods should not be given, or should be 
permitted only in small quantities for the first two 
days, as this would lead to an excessive fluid intake. 
If it seems desirable, dextrose can be added to the 
fluid to provide calories, or some form of protein 
could be added to the electrolyte solution. In 
severely burned patients it has seemed that high 
caloric and protein intakes are better avoided ini- 
tially. The authors usually give from 800 to 1,000 
calories in the form of dextrimaltose daily for the 
first several days, which supplements the vitamin 
intake by from two to five times the normal daily 
requirement. 

In most of the patients, excessive hemoconcen- 
tration was not encountered when whole blood was 
given, provided an adequate amount of salt solution 
was employed. 

When the hematocrit is definitely elevated (from 
55 to 60 or more), the patient’s blood pressure is low, 
and little urine is being excreted, the authors see no 
reason that plasma should not be given instead of 
whole blood if it seems to be desirable. By the addition 
of red cells more oxygen might be carried to the tissues 
and, hence, anoxia prevented; but it probably is not 
wise to increase the proportion of cells too much or 
the beneficial effect will be overcome because of 
stasis and a slowing of the circulation. Therefore, if 
hemoconcentration is not excessive it probably 
would be preferable to give whole blood intra- 
venously and an electrolyte solution orally; but if 
the hematocrit rises to 60 or above, plasma or a 
concentrated albumin solution should be temporarily 
substituted for blood. Josern K. Narat, M.D. 
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Rifkin, H., and Thompson, K. J.: Structural 
Changes in Early Filariasis. Arch. Path., Chic., 
1945, 40: 220. 

The present report is based on a study of 30 cases 
of early filariasis. An eosinophilia of from 6 to 11 
per cent was found in 60 per cent of the cases. In 
the majority of the patients, painful enlargement of 
the superficial lymph nodes of the arm or leg was the 
first physical sign. In 40 per cent of the cases the 
genitalia and the lower extremity were involved in 
a brawny, edematous lymphangitis or an acute 
epididymofuniculitis. In 30 per cent, both the upper 
and lower extremities were involved in the disease 
process. 

Biposy of the lymph nodes showed the presence of 
the filaria (Wuchereria bancrofti) in 20 per cent of 
the slides, while in the other 80 per cent the histology 
was characteristic of filariasis but the organism was 
not shown. 

During the early stage of invasion, the lymph 
nodes exhibited extensive hyperplasia of the primary 
and secondary lymph follicles and eosinophilic in- 
filtration. The lymphatic vessels contained a pink- 
like albuminoid fluid characterized as “fluid lakes.”’ 
The entire histological picture was in conformity 
with that of an acute systemic allergic reaction, with 
manifestations of eosinophilia, edema, and hyper- 
plasia. The subacute and chronic phases of the 
disease were characterized by an epithelioid cell 
endolymphangitis and perilymphangitis culminat- 
ing in a typical granulation tissue reaction and 
finally fibroblastic proliferation. 

Elephantiasis occurred only in those cases in 
which secondary streptococcic invasion took place. 

BanjAMIN G. P. SHarrrorr, M.1. 


Roth, G. M., and Kvale, W. F.: A Tentative Test for 
Pheochromocytoma. Am. J. M. Sc., 1945, 210: 
653- 

Paroxysmal hypertension and associated symp- 
toms characteristic of the clinical syndrome caused 
by pheochromocytoma have frequently been de- 
scribed but the differentiation from such clinical 
conditions as coronary occlusion, hyperthyroidism, 
histamine cephalgia, migraine, menopausal and 
anxiety states, and persistent hypertension may 
be difficult. The most confusing cases are those of 
the hyperreactors and those in which the patients 
have essential hypertension with extremely labile 
blood pressure. In the past the diagnosis of suspected 
pheochromocytoma was confirmed by the attack 
which characterized this clinical entity. These 
attacks were precipitated by various means, in- 
cluding physical exertion, change in position, mas- 
sage of the abdomen on the side of the tumor, im- 
mersion of the extremities in cold water, or the 
administration of insulin or of epinephrine. Since 
none of these methods of inducing attacks is de- 
pendable, the authors believed that a simple proce- 
dure which would induce attacks at will would be of 
great help in diagnosis. They review the literature 
dealing with the subject and then give the results 
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of their own tests in the hunt for a simple proce- 
dure which might be used in diagnosing patients with 
tumors of this sort. Their results are summarized 
as follows: 

An intravenous injection of 0.025 mgm. or 0.05 
mgm. of histamine base was given to 51 persons, who 
were divided into four groups as follows: group 1, 
normal persons whose ages ranged from 20 to 48 
years; group 2, hyperreactors to the cold pressor test 
whose ages ranged from 19 to 59 years; group 3, 
patients who had well established hypertension and 
whose ages ranged from 32 to 62 years; and group 4, 
patients suspected of having pheochromocytoma, 
whose ages ranged from 39 to 59 years. 

In the first three groups the blood pressure rose to 
a level somewhat less than the elevation obtained by 
the cold pressor test. Except for flushing of the face 
with subsequent headache, which was most intense 
in the patients with severest hypertension and pro- 
nounced tachycardia, no other symptoms were 
present. The results of the test were regarded as 
negative. In 1 instance, typical histamine cephalgia 
was produced by this amount of histamine base. 

When histamine base was given to 3 patients who 
had pheochromocytoma, the blood pressure rose 
approximately to 100 mm. more than the elevation 
obtained by the cold pressor test. This elevation of 
blood pressure was accompanied by the character- 
istic symptoms of a typical spontaneous attack. 

Although the number of cases in this series is 
small, the intravenous injection of small quantities 
of histamine base may be considered tentatively as a 
worthwhile test in distinguishing the syndrome of 
pheochromocytoma from other clinical conditions. 

Paut MERRELL, M.D. 


Duffield, T. J., and Jacobson, P. H.: Cancer Mor- 
tality and Marital Status; an Analysis of 
Deaths Attributed to Cancer among the White 
Population of New York City during 1939-41. 
J. Nat. Cancer Inst., 1945, 6: 103. 


During the years from 1939 to 1941 the recorded 
number of deaths from cancer in the white popula- 
tion of New York, New York (15 years of age or 
over) was 34,019. These deaths were distributed by 
sex as follows: single males, 2,294; single females, 
2,255; other males, 15,011; other females, 14,459. 

Using these figures and data in regard to the mari- 
tal status of the population from the 1940 census the 
authors were able to draw the following conclusions 
from the study of various types of cancer: 

1. In cancer of the breast the death rate among 
single women at ages over fifteen years was more 
than 1% times that of other women. Between the 
ages of 15 and 34 years the rate among the married 
women was about one-third higher than that among 
the single women, but at all ages over 34 years the 
single women had higher death rates. Between the 
ages of 45 and 54 the rate for unmarried women was 
79 per cent higher than that for married women. 

2. The mortality rate from cancer of the uterus 
was 25 per cent higher among married women than 


among single women. Between the ages of 55 and 
74, however, the rates were apparently equal. 

3. In cancer of other female genital organs the 
death rate was 41 per cent higher in single women 
than in other women. 

4. For all ages over 15 years the death rate from 
cancer of the genitourinary organs in males was 
about equal in the married and unmarried groups. 
Between the ages of 45 and 54 the mortality rate 
among single men was 50 per cent higher than 
among married men, but it was found to be 25 per 
cent lower between the ages of 65 and 74. 

5. At all ages over 15 years the mortality rate 
from cancer of the buccal cavity was 73 per cent 
higher in single men than in married men. The 
mortality rate was six times as great among men as 
opposed to women. 

6. In cancer of the stomach the mortality rate 
was 20 per cent higher among married women than 
among spinsters. The difference among the males 
was not considered significant except after the age of 
7 5 years when the rate for single men appeared to be 
ower. 

7. In cancer of the peritoneum and other portions 
of the digestive tract there was no significant differ- 
ence between married and unmarried women. The 
rate for married males was 11 per cent higher than 
that for bachelors. 

8. There were no significant differences between 
married and unmarried groups in carcinoma of the 
respiratory system. 

9. In all other types of cancer (analyzed as one 
group) in both males and females the rates were 
higher for single persons. Or tanp B. Scott, M.D. 


Coller, F. A., Iob, V., Vaughan, H. H., Kalder, 
N. B., and Moyer, C. A.: Translocation of 
Fluid Produced by the Intravenous Adminis- 
tration of Isotonic Salt Solutions in Man 
Postoperatively. Ann. Surg., 1945, 122: 663. 


During the past decade, Coller and his collab- 
orators have repeatedly directed attention to the 
potential toxicity of so-called “physiological saline 
solution,” especially when large amounts are admin- 
istered. They have emphasized that these dangers 
are increased manyfold during the immediate post- 
operative period of the sick surgical patient. 

Studies to determine the manner in which the 
human body handles large intravenous infusions of 
salt solutions were undertaken by the authors in 
patients undergoing combined abdominoperineal re- 
section for carcinoma of the rectum. An explanation 
of the salt tolerance was sought in the excretions and 
retentions of sodium, chloride, and water in the 30 
hour period beginning with the operation. Solutions 
of various composition and tonicity were infused at 
regular intervals during this period. 

The patients who served as subjects were selected 
only in that it was determined that they were free of 
gross cardiovascular and kidney disease. 

The normal kidney is able to concentrate chloride 
taken orally at the rate of from 0.29 to 0.33 mEq. per 
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milliliter. In spite of heavy salt loads, no patient 
studied by the authors approximated this value. As 
a result of the increasing salt load and increasing 
hypertonicity of the extracellular compartment, os- 
motic relationships can be maintained only by a shift 
of water from the intracellular to the extracellular 
space. Loads of salt created by the isotonic solutions 
require a transfer of approximately 2 liters of intra- 
cellular water within 30 hours after operation. The 
edema, a symptom of postoperative salt intolerance, 
may result not so much from the retention of water 
with salt as from the shifting of water from the in- 
tracellular to the extracellular space. It is unknown 
how much dehydration the cells can undergo before 
function breaks down and ceases. The brain cells 
are especially sensitive to change and the disorien- 
tation so often seen in cases of salt intolerance may 
be a symptom of this fluid shift. 

The authors summarize their findings by stating 
that the injection of isotonic sodium chloride solu- 
tions was attended by an average retention of 53 per 
cent of the sodium, 46 per cent of the chloride, and 19 
per cent of the water 30 hours after the operation. 
Such retentions of salt indicate a withdrawal of ap- 
proximately 2 liters of fluid from the intracellular 
compartment in order to maintain isotonicity. The 
infusion of hypotonic solutions resulted in the aver- 
age retention of 27 per cent of the sodium, 32 per 
cent of the chloride, and 39 per cent of the water 
during the same postoperative period. Extra water 
is thereby provided for excretory function of the 
skin and lungs, and the intracellular compartment is 
not involved. 

The human kidney, under the conditions of the 
experiments, did not elect to guard a physiological 
saline solution. 

The authors conclude from their experiments that 
if intravenous infusion is indicated in the postopera- 
tive care of the surgical patient, hypotonic solutions 
(0.45 per cent sodium chloride, or better, 0.38 per 
cent sodium chloride plus 0.11 per cent sodium bi- 
carbonate) should replace the “isotonic” solutions 
commonly in use. Josern K. Narat, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Rubenstein, A. D., Tabershaw, I. R., and Daniels, 
J.: Pseudo Gas Gangrene of the Hand. J. Am. 
M. Ass., 1945, 129: 659. 

Three cases of a new syndrome, characterized by 
the rapid appearance of subcutaneous gas tumor 
masses within a few minutes after a superficial 
laceration of the hand, occurred in 2 plants, where an 
alloy composed of go per cent magnesium was being 
used. Each patient had handled this material in a 
finely powdered form, prior to the occurrence of the 
injury. It is possible, therefore, that an etiological 
relationship exists between the alloy and the syn- 
drome. 

Because this syndrome may simulate gas gan- 
grene, it is important that its clinical characteristics 


be borne in mind, in order that unnecessary surgical 
procedures may be avoided. The syndrome is 
characterized by a rapidly developing swelling of a 
superficially injured part, with crepitation, and with 
an almost insignificant constitutional reaction. 
SAMUEL Kaan, M.D. 


Anderson, D. G., and Jewell, M.: The Absorption, 
Excretion, and Toxicity of Streptomycin in 
Man. N. England J. M., 1945, 233: 485. 


After oral administration, streptomycin is not 
absorbed in amounts sufficient to produce detectable 
concentrations of the drug in the serum. The failure 
of the drug to be absorbed from the gastrointestinal 
tract is not due to the inactivation of the strepto- 
mycin by the gastric juice. 

After intramuscular or intravenous injection of a 
given amount of streptomycin, the curves of the 
serum concentration of the drug do not differ signifi- 
cantly, except during the first few minutes after 
injection. Following the intramuscular or intra- 
venous administration of a single dose of strepto- 
mycin, from 46 to 87 per cent of the dose injected 
can be recovered in the urine within 24 hours. 

Streptomycin is excreted more slowly by the 
kidneys than is penicillin. It appears likely that 
effective blood levels of streptomycin can be main- 
tained by administering the drug at intervals of from 
6 to 8 hours. 

The intrathecal administration of streptomycin 
in doses up to 20,000 units does not produce signs of 
meningeal irritation. With doses of from 10,000 to 
20,000 units an appreciable concentration of the 
drug can be maintained in the cerebrospinal fluid 
for at least 24 hours. 

No serious toxic reactions follow the injection of 
single doses of streptomycin in amounts up to 
660,000 units, or after the continued administration 
of the drug for periods of from 2 to 3 weeks, in doses 
totaling from 2,725,000 to 18,150,000 units. The 
intravenous and subcutaneous injections of con- 
centrated solutions of the present preparations of 
streptomycin cause too much discomfort to warrant 
the use of these methods of administration. The 
drug can, however, be administered in an intra- 
venous infusion without the production of un- 
pleasant symptoms. Intramuscular injections are 
fairly well tolerated for periods of from one to two 
weeks. Therapy continued beyond this time may 
cause severe discomfort. 

Three cases of infection due to a gram-negative 
bacillus, and treated with streptomycin, are re- 
ported. No conclusions concerning the efficacy of 
streptomycin can be drawn from them. 

SaMUEL Kaun, M.D 


Heilman, D. H., Heilman, F. R., Hinshaw, H. C., 
Nichols, D. R., and Herrell, W. E.: Streptomy- 
cin; Absorption, Diffusion, Excretion, and 
Toxicity. Am. J. M. Sc., 1945, 210: 576. 


Streptomycin was administered by continuous 
intravenous drip so that some patients received as 
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TABLE I.—CONCENTRATIONS OF STREPTOMYCIN IN BLOOD SERUM FOLLOWING REPEATED IN- 
JECTIONS 
Administration of Streptomycin in blood serum 
streptomycin (units per c.c.) 
Method : 
Gs Dose every N Hours after first dose of assay Grates 
Route 3 hr. ie 
(units) 3 6 9 12 
I LV.t 100,000 3 3 1.5 3 3 1.5 Slide cell None 
S. 2.9 4-5 3-4 2.3 Cup plate 
2 LV. 100,000 3 3 1.5 1.5 1.5 1.5 Slide cell None 
é. 3 4 5-4 2.8 Cup plate 
3 I.M.t 100,000 3 I. 1.5 1.5 1.5 ° Slide cell None 
2. 2.6 2.6 3-3 1.2 Cup plate 
4 LM. 100,000 3 Ss; 1.5 3 3 I Slide cell None 
3 3-3 4-5 “3 2.8 Cup plate 
5 LM. 400,000 3 3 3 6 3 3 Slide cell None 
3- 2.1 11 3.9 2.3 Cup plate 
6 IM. 400,000 3 3 3 3 3 ° Slide cell None 
5. 2.8 5.8 6.9 2.6 Cup plate 
7 LV. 400,000 3 14. 14.9 13.2 7-5 4.1 Cup plate Joint pain, fever, 
nausea, albu- 
minuria, hema- 
cael turia 
TABLE IT.—STREPTOMYCIN IN CEREBROSPINAL FLUID 
Concentration in blood Concentration in 
serum cerebrospinal fluid 
(units per c.c.) (units per c.c.) 
Cees Route of Dose D a 
admin. (units) } and Hours after injection Hours after injection 
4% I 2 3 2 3 12 26 
I Intrathecal 50,000 I 50 6 
100,000 I 6 
2 Subcut. 50,000 8 None detectable 
3 IM. 60,000 8 1.5 1.5 1.5 ° ° 
4 IM. 60,000 38 3 3 1.5 ° ° 
7 5 Subcut. 200,000 I 12.5 6 6 3 ° ° 
‘iat 6 Subcut. 200,000 I 6 6 6 6 ° ° 
TABLE III.—EXCRETION OF STREPTOMYCIN IN BILE 
Administration of streptomycin eed onie 
Concentration Concentration otal 24-hr. 
Dose every a Day oer ior in blood serum in bile — in 
Route 3 hr. : (units per c.c.) (units per c.c.) (units) 
(units) } ond 
Subcut. 100,000 8 I 2 6 12.5 
4 6 12.5 
Subcut. 100,000 8 2 6 2010 
Subcut. 100,000 8 3 3 960 
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much as four million units per day. The streptomy- 
cin unit was that quantity of dry material which 
inhibited the growth of a strain of escherichia coli in 
1 c.c. of nutrient broth or agar. 

In a patient receiving two million units of strep- 
tomycin daily, the blood was found to contain 31 
units per cubic centimeter of the antibiotic. The 
intravenous administration of streptomycin was not 
attended by severe thrombosis of subcutaneous 
irritation when infiltrated. Intermittent intra- 
venous administration resulted in a high concentra- 
tion of streptomycin which then fell rapidly. Inter- 
mittent intramuscular injection appeared to be the 
method of choice because effective concentrations 
were present in the blood for from 3 to 6 hours. A 
high potency such as 100,000 units can be given 
readily in 1 c.c. of normal saline solution. Sub- 
cutaneous administration of streptomycin also 
maintained effective concentrations in the blood. 
Intrathecally, single injections of 100,000 units 
were given for meningitis without any serious re- 
actions and with significant concentrations of the 
antibiotic for as long as 24 hours. The nebulization 
of streptomycin for tracheobronchial pathology for a 
period of 4 weeks at 400,000 units per day caused no 
serious reactions. The oral administration of strep- 
tomycin at 125,000 units every 6 hours caused a 
significant reduction in escherichia coli in the bac- 
terial intestinal flora and was not followed by any 
absorption into the blood stream. Diffusion of 
streptomycin into the cerebrospinal fiuid did not 
take place except when large doses were given 
parentally during meningitis. Placental trans- 
mission of streptomycin from the maternal blood 
stream to the fetus occurred readily after parenteral 
administration. Streptomycin was twice as con- 
centrated in the biliary system as its average con- 
centration in the blood. Liver function was not 
impaired by this antibiotic as evidenced by the 
normal values of bile and bile salts. From one-half 
to three-fourths of the streptomycin was excreted in 
the urine in 24 hours. 

Toxic reactions to streptomycin were rare but may 
be manifested by chills and fever, generalized flush- 
ing, toxic erythema, urticaria, and joint pains. 
Streptomycin did not appear to have any effect on 
the hemolytopoietic system. Asa rule, streptomycin 
did not impair renal function except when ex- 
tremely large amounts were given, as a result of 
which there was evidence of temporary renal irrita- 
tion. j Benjamin G. P, SHartrorr, M.D. 


DUCTLESS GLANDS 


Gabrilove, J. L., Kert, M. J., and Soffer, L. J.: The 
Use of Thiouracil in the Treatment of Patients 
with Hyperthyroidism. Ann. Int. M., 1945, 23: 
§37- 


Thiouracil was used in the treatment of 54 pa- 
tients, of whom 51 had hyperthyroidism and 3 had 
nontoxic goiter. Thirty-three of the patients were 
treated successfully with thiouracil for varying 


periods of time, the longest period of continuous 
therapy being 10 months. Four of the patients had 
recurrent hyperthyroidism, and the remainder had 
diffuse hyperplasia or toxic nodular goiter. 

Three patients with hyperthyroidism were success- 
fully prepared for operation with thiouracil, but 4 
patients with hyperthyroidism failed to respond 
satisfactorily to thiouracil. The latter were subse- 
quently prepared with iodine and successfully opera- 
ted on. In 11 instances, thiouracil therapy was dis- 
continued because of severe toxic reactions. 

The following toxic reactions were encountered: 
conjunctivitis in 5 cases; edema in 1 case; drug fever 
in 4 cases; leucopenia in 1 case; and agranulocytosis 
in 6 cases. Some sort of toxic reaction was found in 
31 per cent. The development of agranulocytosis or 
drug fever are indications for the cessation of thera- 
py. Treatment may be safely continued in the 
presence of conjunctivitis. 

Studies of liver and kidney function throughout 
the course of treatment failed to demonstrate any 
evidence of injury to these organs resulting from the 
thiouracil. However, instances of toxic hepatitis 
occurring during thiouracil therapy have been 
reported. 

Because of the frequency and severity of the toxic 
reactions, thiouracil should be used under the follow- 
ing circumstances: (1) in the preparation of iodine- 
fast patients for operation; (2) in older individuals 
with hyperthyroidism, in whom operation is danger- 
ous; and (3) in patients with recurrent hyperthy- 
roidism, who have been operated on twice or more. 

SAMUEL Kaan, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Stewart, F. W., Foote, F. W., and Becker, W. F.: 
Mucoepidermoid Tumors of the Salivary 
Glands. Ann. Surg., 1945, 122: 820. 


The authors for many years have been interested 
in a group of salivary gland tumors, different 
structurally from the commonly recognized tumors 
of this type. They were unable to find adequate 
clinical and pathological descriptions of these tumors 
and were in doubt as to their terminology, histo- 
genesis, and prognosis. Gradually, by correlating the 
histological structure and clinical course, it was pos- 
sible to distinguish two structural types, one capable 
of localized growth and the other of metastasizing. 
The term “mucoepidermoid” salivary gland tumor 
expresses two of the principle histological features. 
The authors believe these tumors represent a little 
more than 5 per cent of all combined major and 
minor salivary gland tumors and they deserve more 
prominence than they now possess. 

As a group, these tumors show a broad range of 
histological variation depending on the relative pro- 
portions of different cell elements which are present 
and tendencies to ward diffuse overgrowth by a 
single cell type. There is no gross uniformity, some 
are cystic, some solid, some encapsulated, others 
not. Recurrences may be structurally different 
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from the primary growth. It is likely that many of 
these tumors have been classified as cystadenomas, 
basalomas, cylindromas, adenocarcinomas or so- 
called mixed tumors. 

The authors then list a number of cases in the 
literature which may be tumors of this classification. 
They believe that this group has been dealt with 
sparingly in the literature and is a group which is 
unfamiliar to many experienced pathologists. 

The material for this analysis was obtained from 
the records of the Memorial Hospital, New York, 
New York, pertaining to approximately 700 major 
and minor salivary gland tumors of all types ob- 
served between 1928 and 1943. Of this series, 45 
cases were Classified as mucoepidermoid tumors. 
All of these contained mucous cells and cells with 
epidermoid qualities. 

All evidence in this material points to the salivary 
gland ducts as the anatomic site of origin of muco- 
epidermoid tumors. These tumors can be separated 
into two histological types—benign and malignant. 
The term benign as used here does not necessarily 
imply innocent behavior, but does mean that thus 
far the authors have not observed metastases from 
these tumors. Malignant means a _ histological 
structure associated with the ability to produce 
regional node and distant metastases. 

In 14 of the 26 berign tumors the predominant 
cells were epidermoid, in 9 they were mucous, and 
in 3 they were basal. At least three cell types were 
represented in the majority and the presence of mul- 
tiple cell types in large numbers was more character- 
istic of benign than of malignant tumors. In a re- 
stricted area, the pattern depends on the predomi- 
nant cell type. If basal or intermediate cells pre- 
dominate, a uniform mosaic results with sheetlike 
groups of varying sizes, the peripheral margins of 
which are sharply delineated as seen in a basal cell 
epithelioma or a sweat gland adenoma. 

In areas of mucous cells, one sees, instead, quite 
small or even greatly dilated ductlike structures 
which are lined by one or several cell layers. Some 
of these areas assume papillary qualities and not in- 
frequently possess a central core of vascularized 
fibrous tissue. In some of the ductlike or cystic 
areas are found “mucus pools” which stain brilliant 
red with Mayer’s mucicarmine. If there is over- 
production of mucus, dilatation ensues with erosion 
of the lining epithelia, disruption of the basement 
membrane, and leakage into the adjacent tissue. 
This may result in necrosis or a marked secondary 
inflammatory process with an associated foreign 
body reaction with multinucleated giant cells. 

In foci of epidermoid cells, it is unusual to find 
complete dissociation from basal or intermediate 
cells, and when the cells assume squamous qualities 
there is apt to be a diffuse unicellular overgrowth. 
These cells are similar in size and shape, their 
staining qualities are uniform, and mitoses are few. 
One is apt to regard the tumor as malignant until 
greater familiarity with its structure is obtained. 
About one-third of the benign tumors showed certain 


areas composed of cells hydropic and swollen cells 
similar to the clear cells of a renal adenocarcinoma. 
One may assume that these cells contain mucus but 
none takes the mucicarmine stain. 

In 14 of the 19 malignant tumors, epidermoid 
cells were predominant, and in only 8 were mucus 
cells even second most frequent. By epidermoid 
cells is meant cells similar to basal cell carcinoma and 
squamous cells without intercellular bridges and 
keratohyaline granules. Intermediate cells, slightly 
larger than a basal cell and with more vesicular 
nuclei and more abundant cytoplasm, were a fre- 
quent cellular component of these malignant tumors. 
Columnar cells were rare. True squamous cells with 
intercellular bridges and keratohyaline granules 
were found in 5 cases. 

The outstanding characteristic of these malignant 
tumors is a diffuse proliferation of rather small, 
moderately hyperchromatic, rounded and oval cells 
in sheetlike arrangement with a tendency toward 
palisading at the outer layer surrounding the pro- 
liferating sheets and pegs of the tumor. The im- 
pression is one of a basal cell epithelioma with some- 
thing added, and there is an appreciable resemblance 
to the transitional cell carcinomas of other locations. 

Malignant tumors show little tendency to form 
microcysts. Tubular and papillary features are less 
frequent, and mucus pools practically never exist. 
The histological structure of metastases sharply re- 
flect the variable structure of the primary lesion. 
Mucus cells were found in metastases in 5 cases. 

The 14 primary and 9g recurrent benign tumors 
varied in size from 4 mm. to 4 cm. in diameter, 
averaging between 2 and 3 cm. They were oval in 
shape and well circumscribed, usually with a poor 
capsule. Usually these tumors were moderately firm 
but not indurated. A majority were at least partly 
cystic and contained nearly clear, opalescent, or 
blood stained mucoid material, usually viscid. The 
nearly solid tumors were grayish-white or grayish- 
pink, but not lobulated. About one-half of the 
tumors showed discoloration due to secondary 
hemorrhage and/or necrosis. 

Of the 19 malignant tumors, only 10 were excised 
(4 primary and 6 recurrent). The majority were be- 
tween 2 and 3 cm. in size and the largest 5 cm. Lack 
of encapsulation was a distinct feature, and most of 
them were obviously infiltrative. There was much 
less cyst formation than in the benign tumors, and 
none showed grossly visible mucus aggregates. They 
were distinctly firm, cellular, opaque, grayish-white, 
and homogeneous, with fairly common hemorrhage 
and necrosis. 

A study of the ages of the patients at the onset of 
their symptoms shows a general trend for the benign 
tumors to occur in a younger age group. Forty-two 
per cent of the benign tumors occurred in patients 
more than 40 years of age, and 65 per cent of the 
malignant tumors occurred after this age. None of 
the benign tumors occurred after 60 years of age, 
but one-fourth of the malignant tumors first gave 
symptoms after this age. 
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The parotid salivary glands were the most com- 
mon sites of both benign and malignant mucoepi- 
dermoid tumors, the majority being benign. The 
other major salivary glands were involved only ex- 
ceptionally. Nearly one-third of the tumors (mostly 
malignant) occurred in the minor salivary glands in 
a variety of locations. 

Painless swelling was the outstanding symptom in 
the benign series. Slow growth and absence of in- 
volvement of the facial nerve were commonly re- 
ported. Several patients had local pain or bloody 
sputum, and 2 cases were found on routine physical 
examinations. There was a wide fluctuation in the 
duration of symptoms. Nine patients had symptoms 
for a year or more, and several had had them for 
five years. 

The syndrome was far more varied for the 19 
malignant tumors. This was largely due to their 
location within the oral and nasal cavities and the 
more aggressive growth of these tumors. Eight 
patients (42%) reported a painless swelling as the 
original symptom. Three noted painful swelling. 
Others complained of nosebleed, a mass, lacrimation, 
or a nasal discharge. One patient first noted a 
metastatic lump in his neck. Other symptoms which 
occurred during some phase of the disease were 
numbness of one side of the tongue, interference with 
speech, dryness of the mouth, and sore throat. 
Lacrimation, trismus, and facial nerve weakness 
were seen in 1 case. Pain was a prominent symptom 
in most cases sooner or later. Three of these cases 
gave a history of cachexia and weight loss. About 
one-half of the patients reported a rapid increase in 
size of the mass. 

Six of 10 patients had symptoms for less than one 
year. Two cases are presented as evidence of the 
transformation of benign into malignant tumors. 

The benign tumors, whether recurrent or not, 
were nearly all described as firm. An occasional one 
was elastic or rubbery, and only 2 were considered 
cystic. Most of the tumors were well defined, but 
not as sharply as the so-called mixed tumors. Five 
of the 20 parotid tumors were firmly fixed and several 
others had infiltrated the skin. All of the primary 
tumors were single, but 2 of the recurrent cases 
showed multiple discrete nodules. The 5 benign 
tumors of the minor salivary glands were submucosal 
except for 1 polypoid nasal tumor. Two of these 
tumors had ulcerated through the mucosa. 

The malignant tumors whether primary or recur- 
rent were firm, fixed, poorly circumscribed and in- 
filtrative. Both submaxillary tumors fungated 
through the skin. One parotid tumor interfered with 
the facial nerve. All but 2 of the minor salivary 
gland tumors showed mucosal ulceration. The intra- 
oral and intranasal tumors were complicated by 
erosion and penetration of adjacent bony structures. 

In 11 of the 26 benign cases the tumors had re- 
curred after surgery when first seen by the authors 
(3 of the 11 were twice recurrent). Late recurrence 
may be characteristic of these tumors. Ten of the 
recurrent tumors were parotid, and 1 nasal. 


Of the 19 malignant cases, 9 were recurrent after 
surgery- when first seen, (5 of the 9 patients had 
more than 1 re-excision). Rapid recurrence was 
much more likely in this group. Ten patients on 
initial examination showed clinical evidence of 
metastases to the cervical or supraclavicular lymph 
nodes. In 4 of the 10 cases the primary tumor was 
in the major salivary glands. 

Distant metastases were seen in the cervical, 
mediastinal, para-aortic, and iliac lymph nodes, in the 
lungs, pleurae, myocardium, and liver, and in the 
subcutaneous regions of the face, scalp, axilla, and 
abdomen. 

In 14 of the cases of benign tumor, treatment was 
started more than 5 years ago. Three have been lost 
to follow up and were free of disease, 1, 2, and 214 
years, respectively, when lost. Nine patients were 
alive and free of disease, and 2 had recurrences 
which are probably inoperable. Two of the 5 year 
cures were from irradiation alone, and 3 followed 
surgical excision alone. Four of the 9 cases were 
subjected to combined surgical excision and radia- 
tion treatment. Radon seeds were implanted in the 
operative area in each case. One case received addi- 
tional external irradiation also. 

The highly fatal character of the malignant group 
is shown by the fact that 7 patients are dead, surviv- 
ing 2, 3, 5, 8, and 9 months, and 2 and 10 years after 
treatment respectively. Five of these 7 patients had 
clinical or pathological evidence of metastases when 
treatment was begun. Twelve patients are living, 2 
have locally uncontrolled tumors and 1 has sub- 
cutaneous metastases. One patient alone is alive and 
free of tumor after 5 years. Two are living 34 and 2 
years, respectively, and believed to be free of tumor. 
The follow up period in the remaining 8 still living is 
too short for significant comment. 

RosBert R. BicELow, M.D. 


Hinton, J. W., and Lord, J. W., Jr.: Surgery in 
Toxic and Nontoxic Nodular Goiter. J. Am. M. 
Ass., 1945, 129: 605. 

All nontoxic nodular goiters should be removed 
surgically because of the relatively high incidence of 
unsuspected cancer. 

Thiouracil is contraindicated in the treatment of 
toxic nodular goiter and operative intervention is 
the treatment of choice. Joun J. MaLoney, M.D. 


EXPERIMENTAL SURGERY 


Thompson, S. A., and Pollock, B.: The Use of Free 
Omental Grafts in the Thorax. An Experi- 
mental Study. Am. J. Surg., 1945, 70: 227. 


Free omental grafts, when applied to such thoracic 
structures as the pleura, the cut surface and edge of 
the lung, the bronchus, the esophagus, the aorta, and 
the vena cava, became adherent and viable in a large 
percentage (95%) of the experimental animals. Four 
of the grafts in the series failed to take. Three of the 
graft failures occurred in autogenous grafts and 1 in 
a homologous graft. In 2 of the failures, the graft 
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was anchored to the surface of the lung by a plasma 
glue. Three of the failures occurred in the presence 
of infection; however, infection was present in 6 
other experiments in which the graft did become 
viable. 

The possible uses of free omental grafts in the 
thorax are for hemostatic effect, to reinforce suture 
lines, and to replace defects. The control of a spurt- 
ing branch of the pulmonary artery by simple appli- 
cation of an omental graft with gentle pressure for 
three minutes is very dramatic. This property of the 
graft has definite clinical value. The ability of a free 
omental graft to adhere and become viable over a 
suture line, which reinforces and adds an extra layer 
of tissue, is probably the outstanding value of such a 
graft. The clinical application of this property in the 
closure of bronchial stumps and around an end to 
end anastomosis of the esophagus seems very useful. 

The one great difficulty of using free omental 
grafts in the thorax is the inaccessibility of the graft. 
For autogenous grafts, the peritoneal cavity must be 
opened. However, from the experimental work 
done, it seems that there is little difference between 
the action of autogenous and homologous grafts. It 
is possible to preserve homologous grafts for at least 
2 weeks, without affecting their viability or hemo- 
static power. 

The acquisition and preservation of homologous 
omental grafts does not present any problem in a 
modern hospital. When blood banks, skin banks, 
and eye banks are so common, the establishment of 
an omental bank need not stretch the imagination. 

SAMUEL Kaan, M.D. 


Stoner, H. B., and Green, H. N.: Further Observa- 
tions on the Adenosine Equivalent of the Blood 
of Rabbits following Lethal Forms of Tissue In- 
jury. J. Path. Bact. Lond., 1945, 57: 337- 


In a previous article the authors have shown that 
in the rabbit, after suspension in the head-up posi- 
tion (gravity shock) and after prolonged ischemia of 
the hind limbs, there is a rise in the adenosine 
equivalent of the whole blood. In the present article 
an extension of these observations to rabbits sub- 
mitted to other types of gross tissue injury, namely 
trauma and dehydration, is reported. The adenosine 
equivalent of the blood following the administration 
of cyanide was also determined since a prominent 
feature of shock is a decrease in tissue respiration. 

Ten rabbits were submitted to severe trauma under 
nembutal anesthesia. Two control blood specimens 
were taken 15 minutes before the trauma was in- 
flicted. Further blood samples were then taken at 
intervals after the trauma. Ten control rabbits were 
treated similarly except that they sustained no 
trauma. 

Dehydration shock was produced in 8 rabbits by 
the intraperitoneal injection of a 40 per cent glucose 
solution. 

Cyanide was administered as the sodium salt by 
subcutaneous, intramuscular, and intraperitoneal 
routes. 


Blood samples were taken from the ear vein until 
the peripheral blood flow became reduced, when re- 
sort was made to cardiac puncture. The method for 
the determination of the adenosine equivalent of the 
blood was that of Drury ef al. (1937-38), as modified 
by the authors. 

The adenosine equivalent of the blood rose to some 
degree above the mean control value in all 10 trau- 
matized animals. The maximum rises ranged from 6 
to 95 per cent, and averaged 39 per cent. The 
average rise in the nontraumatized animals was 11 
per cent. 

In the dehydration group the rise was from 23 to 
77 per cent, and averaged 40 per cent. In the cya- 
nide group the results could not be expressed pre- 
cisely, since the cyanide was administered by dif- 
ferent routes and in variable dosages in an effort to 
prolong the symptoms of poisoning over a long 
period. This end was not achieved. An increase in 
the adenosine equivalent was noted, however, in all 
of the animals. 

It is considered that several different forms of 
bodily insult are accompanied by an increase in the 
adenosine equivalent of the blood in the rabbit. The 
authors have demonstrated in previous reports that 
this increase is not the result of diminished renal 
function which so often follows severe tissue injury. 
Any severe decline in tissue oxidation leads to the re- 
lease of adenosine compounds from the cell. 

An important question is whether this increase is 
of primary or secondary significance in the profound 
systemic changes following severe injury. The rises 
in the inorganic phosphate, potassium, and lactic 
acid of the blood are probably due to the release of 
these substances from the damaged tissues and it 
would seem likely that the increase in adenosine 
compounds occurring shortly after injury is due to 
the same cause. There is the difference, however, 
that while the former compounds do not produce a 
typical shocklike state on injection, adenosine com- 
pounds, particularly the triphosphate (ATP), do so. 
Adenosine itself has this action, although its 
potency in this respect is only about one-third that 
of ATP. Moreover it has been shown by the authors 
(in unpublished work) that the fatal shocklike state 
produced in the rabbit by the intramuscular or intra- 
peritoneal injection of ATP is associated with a 
roughly similar rise in the blood adenosine to that 
found after lethal forms of tissue trauma. 

The possibility is postulated by the authors that a 
release of adenosine triphosphate from the injured 
tissue tiself, followed later by a more general release 
from the anoxic tissue, is responsible for some of the 
systemic effects of local tissue damage. 

Lucran J. Fronput1, M.D. 


Fine, J., Frank, H. A., and Seligman, A. M.: Trau- 
matic Shock Incurable by Volume Replacement 
Therapy. Ann. Surg., 1945, 122: 652. 


The authors previously presented evidence that 
the capillaries outside of areas of injury do not 
“leak” plasma, and that the essential pathology is 








pro 


has 
suc 
var 
lect 
vist 


in é 
the 
sur 


liak 
and 
twe 


fou 
the 
faci 
wis 
ma: 
far 
incl 
vol 
alb 
acic 


stat 
vari 


anc 
of e 
the 
sho 








Oo Ff a WD -— —ew fe ty rh! ae w S «°F 


— 


eS. OO et 


o. & 


se 
le 


at 


at 
>t 





MISCELLANEOUS 263 


not a disturbed capillary permeability but rather a 
disturbed peripheral circulation in which the 
amount of blood in active circulation through the 
capillaries is deficient. The therapeutic problem is 
one of restoring the normal velocity and volume 
flow through the capillaries. When the disturbance 
has arisen from loss of blood or plasma, the problem 
is solved if replacement of loss is made early enough; 
if replacement is made too late, the problem is not 
solved by blood or plasma and a state of irreversi- 
bility exists, i.e., the organism progressively and 
rapidly deteriorates and dies even after transfusion 
if adequate volume is given. It is in this phase of 
the process that damage which is irreparable by 
known modes of therapy exists. Whether this 
damage consists in a loss of integrity inherent in the 
central or peripheral circulatory apparatus per se, or 
is secondary to the failure of an extravascular con- 
trolling factor is not known. 

The authors report a study of the altered hemo- 
dynamics due to viscosity changes, make an evalua- 
tion of existing therapeutic techniques applied only 
to the irreversible stage of shock, inquire into cer- 
tain phases of intermediary metabolism in shock, and 
observe the effect of viviperfusion of the liver during 
hemorrhagic shock. 

Although increased viscosity of the blood is 
properly regarded as an aggravating factor in the 
shock state, no precise evaluation of its importance 
has been made. Tourniquet shock lends itself to 
such a study. This condition is representative of a 
variety of shock states in which, because of a se- 
lective loss of plasma, the hematocrit and blood 
viscosity increase as the blood volume fails. 

Tourniquet shock differs from hemorrhagic shock 
in a number of particulars mainly with reference to 
the hematocrit, the critical level of the blood pres- 
sure, and the tolerance to bleeding. 

The increased hematocrit of tourniquet shock is a 
liability over and above that of volume deficiency 
and can account for the observed differences be- 
tween tourniquet shock and hemorrhagic shock. 

After the shock state in hemorrhagic shock was 
found to be unresponsive to the replacement of all 
the blood which had been lost and traumas which 
facilitate the development of irreversibility or other- 
wise complicate the shock state (such as operative 
manipulations and anesthesia) were eliminated as 
far as possible, certain agents were studied. These 
included the following: saline solution in large 
volume, whole blood, 5 per cent and 25 per cent 
albumin solution, alkalies, pressor agents, succinic 
acid, coramine, and various combinations of these 
agents. 

The results were of a completely negative value, a 
statement at variance with the claims made by 
various investigators. 

Ample evidence is available of serious disturb- 
ances in the kidney, liver, and intestinal function and 
of extensive biochemical abnormalities, especially in 
re P eel carbohydrate metabolism, in 
shock, 


Studies of the intermediary metabolism in shock 
were made to discover, if possible, some point in the 
process of biochemical disintegration, i.e., failure of 
completion of a normal biochemical reaction, which 
would identify the onset of irreversibility. The re- 
sults were negative. 

Investigation of the liver, as a likely example of a 
vital organ of which the controlling influence, if lost, 
may constitute the primary cause of death, was 
made by means of viviperfusion experiments. These 
established the importance of the liver in the shock 
process and the significance of the damage which it 
suffers after several hours of reduced volume and 
velocity of flow of anoxic blood. By preventing 
liver damage, irreversibility to transfusion is pre- 
vented. 

The prevention of the development of irreversi- 
bility by viviperfusion of the liver is not due to the 
removal of toxins or to the provision of protective 
substances by the donor (dog) during the shock 
phase because the same processes operate in the dog 
viviperfused via the jugular vein. 

Harry W. Fink, M.D. 


Brunschwig, A., Nichols, S., Bigelow, R. R., and 
Miles, J.: Sulfhydryl Protection of the Liver. 
Arch. Path., Chic., 1945, 40: 81. 


A series of dogs, reanesthetized with chloroform 
after a rest of at least 2 months, received at the onset 
of the second period of anesthesia, injections of an 
enzymic digest of casein (amigen), di-methionine, 
sodium thioglycollate, sodium glutanate, and sodium 
thiosulfate, respectively. After both anesthetics the 
degree of hepatic damage or the rapidity of the re- 
turn toward normal was determined by means of 
sulfobromophthalein tests. 

The experimental evidence presented shows that 
—SH administered to dogs at the onset of chloro- 
form anesthesia in the form of sodium thioglycollate 
affords a degree of rapid protective action against 
hepatic injury. This effect parallels that observed 
with methionine. The protective action of —SH 
obtains apart from the concomitant administration 
of —NHbz (in a 5 carbon atom chain amino acid). 
Sulfur (other than —SH) as sodium thiosulfate 
failed to confer protection against hepatic injury. 

WALTER H. Nap ter, M.D. 


Smalley, R. E., Binger, M. W., Bollman, J. L., and 
Power, M. H.: The Effect of Intravenously 
Administered Solution of Acacia on Animals. 

Arch. Int. M., 1945, 76: 39. 


In a period of 76 days, 3 dogs received 8, 22, and 
26 times the amount of acacia usually given thera- 
peutically to patients. 

The animal that received the largest amount died 
4 months after discontinuation of the injections of 
the solution of acacia. No evidence of profound 
functional hepatic injury was found, although large 
amounts of acacia were present in the liver. 

In the livers of the 2 other dogs, acacia was present 
26 months after the last injection of the solution of 
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acacia. These animals survived 4 exploratory 
laparotomies with biopsy of the liver and remained 
in good condition. 

These results do not contraindicate the use of 
acacia therapeutically when careful management is 
assured. 


Gey, G. O., Gey, M. K., Inui, F., and Vedder, H.: 
The Effects of Crude and Purified Penicillin on 
Continuous Cultures of Normal and Malignant 
Cells. Bull. Johns Hopkins Hosp., 1945, 77: 116. 


Continuous cultures of normal (rat) and tumor 
(human, rabbit, and rat) cells maintained in roller 
tubes as pure strains tolerate very high concen- 
trations of penicillin sodium for very long periods of 
time. 

It is possible to cultivate almost indefinitely 
strains of cells in plasma culture media with super- 
natant fluid containing penicillin sodium in con- 
centrations of 5,000 Oxford units per cubic centi- 
meter. Such successful cultivation apparently de- 
pends upon the character of the immediate cultural 
environment, as well as upon the inherent tolerance 
of the cell strain. 

No conclusive evidence of an increased tumor cell 
susceptibility to purified penicillin, when compared 
to that of normal cells, can be drawn from the results 
obtained on continuous cultures and on primary ex- 
plants of tumors produced by the inoculation of 
continuous cultures of tumor cells into animals. 

The toxicity of crude penicillin filtrate is much 
greater than that of the therapeutic penicillin 
sodium, and is perhaps due in large part to the tox- 


icity of the mold medium from which the filtrate is 
made. SamuEL Kaun, M.D. 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


McGill, C. M.: Hernias and Serious Injuries. J. 
Am. M. Ass., 1945, 129: 672. 


The author demonstrates the value of preplace- 
ment physical examinations in industry by com- 
paring data from five shipyards which conducted 
preplacement examinations with those from five 
yards which did not. The average employment of 
each group exceeded 100,000. 

Accident frequency records showed no significant 
difference. The quarterly loss ratios or the ratio of 
incurred expense (including incurred indemnity and 
medical losses) to the total compensation insurance 
premiums was also studied. The mean loss ratio for 
the five yards conducting examinations was 32.12 as 
compared to 48.o1 in the other five yards, which 
— costlier and more serious accidents in the 
atter. 

It was not possible because of the variation in 
workmen’s compensation laws to compare the two 
groups on the basis of total compensation expenses. 
The average of serious cases and hernias per month 
per 1,000 employees, however, shows that the ratio 
for hernias is over three times as high, and for serious 
injuries, almost three times as high in the yard which 
did not conduct preplacement examinations as the 
corresponding ratio in the yard that did conduct 
such examinations. Orxanp B. Scort, M.D. 
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